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® Even the rigid schedule of Army life makes 
provision for regular, enforced periods of 
relaxation. 


Not so in the stepped-up-tempo of civilian 
life. There’s usually no one but the doctor 
to call a halt to his patient’s hectic routine. 
When treatment for constipation is indicated, 
remember Petrogalar’s advantages. 


It provides a bland, unabsorbable fluid 
to augment the moisture in the stool and 
helps establish a regular, comfortable bowel 
movement. 


Petrogalar* helps soften hard, dry feces and 
aids in bringing about a well-formed yielding 
mass that usually responds to normal peri- 
staltic impulses. 


Consider Petrogalar in the treatment of 
constipation. 


FOR THE TREATMENT OF CONSTIPATION 


Petrogalar— 
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*Trade Mark. Petrogalar is an aqueous suspension of pure mineral 
oil each 100 cc. of which contains 65 cc. pure mineral oil suspended 
in an aqueous jelly containing agar and acacia. 
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Influenzal Meningitis” 
A Case Report 


FRANCIS J. DAUGHERTY, M.D. 
CARROLL M. POUNDERS, M.D. 


OKLAHOMA CITY, OKLAHOMA 


The prognosis in Influenzal Meningitis is 
not good, especially in very young children. 
It is interesting to compare the mortality rate 
before and after the advent of chemotherapy. 
In 1936, Wilkes-Weiss surveyed the litera- 
ture and found 500 cases. In those patients 
under two years of age (373), the mortality 
rate was 97.6 percent. In those paients over 
two years of age (127), the rate was 79.5 
percent. In 1940 Aleman collected 478 cases 
under two years of age who had been treated 
since 1936 and found the mortality rate to 
be 96.8 percent. Hence the death rate in 
patients of this age group has not been re- 
duced significantly. Lindsay et al in 1940 
reported a death rate of 54 percent in 33 
patients of various ages. Other workers 
have reported a mortality rate as low as 33 
percent in a small series of patients. 

During the past 12 years fifteen cases of 
Infiuenzal Meningitis have been diagnosed 
and treated by the Pediatric Department of 
the Crippled Children’s Hospital, Oklahoma 
City, Oklahoma. The ages of these patients 
ranged from four weeks to nine years and 
eleven were two years of age or younger. 
The duration of the disease was from two 
days to 43 days in the fatal cases. Five 
patients received chemotherapy but only re- 
cently has a patient with this disease re- 
covered. The type of therapy used in this 
case differed from that previously employed 
and consisted of a modified form of the 
treatment recommended by Lindsay et al of 
Washington, D. C. 


CASE REPORT 
B. Mc., a three year old colored female, 


rom the Pediatric Department of the Crippled Children's 
Hospital, Oklahoma City, Oklahoma 


was brought to this hospital on February 11, 
1942 by her mother who stated that the pa- 
tient had been well until ten days previously 
when she developed a common cold. No 
unusual symptoms were noted till the day 
before admission when the patient became 
irritable, disoriented, and would roll from 
side to side on the bed. 


On physical examination, the child ap- 
peared well developed and well nourished 
but acutely ill. Her rectal temperature was 
102°F., the pulse rate 148 and the respira- 
tory rate 54. The nasal and pharyngeal 
mucosae were hyperemic. Her lungs were 
clear. She showed a mild degree of opis- 
thotonos, a definite meningismus and positive 
Kernig and Brudzinski reflexes. The achilles 
tendon reflexes were either absent or hypo- 
active. 

A lumbar puncture was done, and the 
cerebrospinal fluid was turbid and under 
pressure. On the basis that this was most 
likely a meningococcus meningitis 10 cc. of 
concentrated antimeningococcus serum was 
given intrathecally. 

On the day following admission the labor- 
atory findings were reported as follows: 
hemoglobin, 13.5 gms.; erythrocytes, 4,860,- 
000; leukocytes, 23,100 with 73 percent poly- 
morphonuclear neutrophiles. The cerebro- 
spinal fluid showed 4,500 leukocytes with 89 
percent polymorphonuclear neutrophiles, 150 
mg. protein, 10 mg. sugar and a negative 
Wassermann reaction. A smear from the 
cerebrospinal fluid showed long gram-nega- 
tive bacilli and the culture was positive for 
Hemophilus Influenzae. 

The plan of treatment consisted of daily 
lumbar punctures and drainage of cerebro- 
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spinal fluid to relieve the increased pressure. 
Following drainainge 15 cc. of a mixture of 
equal parts of anti-influenzal bacillus serum 
and two percent sodium sulfapyridine solu- 
tion were injected intrathecally. The re- 
maining 22 cc. of specific serum from one 
ampule was given intravenously or intra- 
muscularly daily. Sodium sulfapyridine, 4 
gms. in 500 ec. of .9 percent sodium chlodire 
solution, was injected subcutaneously daily. 
This amount kept the blood concentration 
around 10 mg. percent. 200 mg. of cevitamic 
acid was given daily by mouth. Supportive 
treatment consisted of a diet of 1,300 cal- 
ories, adequate fluids, and four transfusions 
of 250 cc. of whole citrated blood each. 


On the nineteenth day of her hospital 
course, the patient’s spinal fluid was nega- 
tive on culture and continued to be negative 
for three successive days. On the twenty- 
sixth day the cerebrospinal fluid was again 
examined and found to be negative for Hem- 
ophilus Influenzae. 


The patient is now receiving a general diet 
with supportive treatment and apparently 
has no residual findings. 

CONCLUSIONS 

1. The prognosis of influenzal meningitis 
is not hopeless. 

Early examination of spinal fluid by a 

competent bacteriologist, in doubtful 

cases, is essential. 

3. Specific serum may be of benefit and 
should be used. 

4. Sulfapyridine is the drug of choice 

Early treatment of influenzal menin- 

gitis is essential. 

6. Daily drainage of cerebrospinal fluid 
is indicated. 


tbo 
: 


7. Even when recovery takes place, the 
course is rather long and not dramatic. 
BIBLIOGRAPHY 
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Problems of Behavior in Child Guidance* 


HAROLD J. BINDER, M.D. 
OKLAHOMA CITY, OKLAHOMA 


The problems of behavior adjustment in 
children are many and varied. To attempt 
to list all would be unnecessary. They run 
the gamut from feeding disturbances of in- 
fancy through complaints of enuresis, soil- 
ing, temper tantrums, speech disturbances, 
tics, spasms, to school and social maladjust- 
ment, running away from home, and steal- 
ing. Despite the apparent dissimilarity, they 
are all alike in that they are expressions of 
dissatisfaction or unmet needs of the child. 
The same factors which operate in the crea- 
tion of early and mild problems continue to 
operate, though frequently in more exag- 
gerated form, in the creation of later and 
more serious difficulties. With this in mind, 
the preventive aspects loom increasingly im- 
portant 

Leaving out for the moment the difficulties 
directly related to organic brain damage and 
to inherent intellectual deficiencies, it is gen- 
erally accepted that the majority of problems 
result from conflicts in the parent-child re- 
lationship. The problem is merely a symp- 





*Presented at the Pediatric Session of the Oklahoma State 


Medical Association Meeting, April 23, 1942. 


tom expressive of inner tension and anxiety. 
Thumbsucking, masturbation, or enuresis is 
not a problem to the young child. To the 
parent it is a source of irritation and a major 
complaint. To the child, it is a source of 
gratification. Treated symptomatically, by 
restraint, threats, and physical punishment, 
that particular symptom may be removed, 
but nothing has been done to understand and 
correct the deeper emotional problem which 
gave rise to the symptom. Instead, the child’s 
tension and anxiety have been increased and 
may be expected to reveal themselves in other 
symptomatic behavior. Forcible removal of 
such neurotic manifestations, without sub- 
stitution of adequate satisfactions, has fre- 
quently been of more harm than help to t! 
child. In older children who are aware 

the social implications of a particular habit 
and who are desirous of release from it, 
symptomatic treatment with his permissio 
and understanding is frequently desirab'e 
since it may result in a better adjustmen! 
in other areas. 


The role of the pediatrician has undergone 
considerable change in recent years. He is 
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no longer concerned only with the physical 
care of the child. The “whole” child has 
become of increasing importance with the 
awareness of the inseparability of mind and 
body, of mental and physical growth. Rou- 
tines for the physical management of infants 
and children have been glibly set forth and 
in too many instances mothers have inter- 
preted such in a manner which best suited 
their own feelings. There is a dearth of 
sound information which parents have re- 
garding the bringing up of children with 
reference to their emotional needs. The 
formulation and dissemination of psychologi- 
cally sound suggestions for the management 
of children during the first five years is a 
current necessity. Parents require informa- 
tion on the different kinds of behavior which 
may normally be expected of the child at 
various stages during this period. A parent 
who is forewarned is less likely to become 
anxious and concerned or to make an issue 
over what they might otherwise regard as 
abnormal behavior. This presents an oppor- 
tunity for the pediatrician which no one else 
is in so favorable a position to meet. On 
the part of the pediatrician it requires a 
thorough knowledge of habit formation, of 
emotional development and of personality 
growth. In addition, the time requirement 
is an element which cannot be overlooked in 
dealing with troubled parents and children. 
Behavior can neither be understood nor 
modified in one brief interview. 


Psychiatry and mental hygiene have, un- 
fortunately, no short cuts nor set of rules 
to offer in the treatment of problem behavior. 
What is offered is a point of view based upon 
certain general principles. The pediatrician 
is familiar with the use of the otoscope and 
ophthalmoscope and utilizes them in his daily 
practice, yet without claiming to be an otolo- 
gist or an ophthalmologist. In similar fashion 
may he profit from becoming familiar with 
psychiatric methods of dealing with disturb- 
ed children, and concepts underlying these 
methods, without feeling the need to become 
a psychiatrist. These procedures may not be 
feasible for direct application in pediatric 
practice, but for orientation and guidance in 
developing to the fullest extent his relation- 
ship with parents and children, they should 
prove of value. 

For the purpose of simplicity, we may con- 
sider the basic factors which influence per- 
sonality development and behavior of chil- 
dren as falling into four categories or 
spheres; namely, the physical, intellectual, 
social, and emotional. However, the multi- 
plicity of causative factors should be kept in 
mind since it is seldom that only one factor 
is involved. Yet, alleviation of one factor 
often serves to lighten the stress so that gen- 
eral improvement is observed. 


Physical factors have been found to be 
both directly and indirectly responsible for 
the development of behavior disorders. Need- 
less to say, a thorough physical examination 
is of prime importance in any study of the 
child. Symptoms of hyperactivity, restless- 
ness, irritability, distractibility, inattention, 
school failure, belligerency, and even delin- 
quency may be closely associated with dis- 
eased tonsils, dental caries, genito-urinary 
infection, defective vision or hearing, or 
endocrine dysfunction. The child with chron- 
ic infection or with defective vision fatigues 
more readily in the classroom and his rest- 
lessness and inattention may call forth the 
ire of the teacher. This may result in in- 
creased irritability and in active retaliation 
on the part of the child, or in sensitive with- 
drawal. A vicious circle is thus established, 
becoming more intolerable as time goes on. 
Such a chain of events is known, for ex- 
ample, to have been initiated by a scabetic 
infection which made the child restless and 
inattentive. Although physical factors initi- 
ate the disturbance, emotional reactions often 
set in which may well become so strong that 
treatment of the physical condition alone will 
not always suffice. Efforts directed toward 
an understanding of the individual case is 
frequently necessary both in the home and 
school to bring about acceptance of the child, 
and readjustment. 


Physical complaints not infrequently mask 
underlying emotional problems. On the one 
hand, some parents feel less guilty if be- 
havior can be explained on a physical basis, 
and they will take their children to the phy- 
sician with specific diagnoses of their own or 
in search of some organic cause for the 
child’s maladjustment. On the other hand, 
physical symptoms may be the child’s only 
acceptable release for inner tensions. Re- 
cent studies, for example, on children with 
complaints of abdominal pain in whom 
no organic basis for such could be detect- 
ed, have revealed interesting facts. From 
on intensive study of twenty-five such chil- 
dren, Dr. John Lambert concluded that the 
abdominal pain was the visceral accompani- 
ment of emotional disturbance. The attitudes 
associated with the complaint were generally 
in the nature of fear, anxiety, and resent- 
ment and in most instances were directly re- 
lated to the home setting. These emotional 
factors were not brought out by the parents, 
but in interviews with the children. These 
children did not seem able to express their 
feelings at home openly and directly to the 
same extent as most children. In the face of 
frustrating experiences, the child’s hostility 
and rebellion appeared in the form of visceral 
sensations. One girl remarked, “When my 
mother wouldn’t let me go, it made me ex- 
cited inside and my tummy started hurting.” 
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Serious problems may develop on an emo- 
tional basis following an illness or operation. 
The attitudes of parents and nurses during 
the actual illness, and especially during the 
convalescent period, may be too satisfying to 
the child for him readily to relinquish the 
extra attention. Added attention and love 
are necessary during the acute illness to 
maintain the security of the child, but this 
should be distinguished from giving in to un- 
reasonable whims and demands on his part. 


A child’s first illness may result in a 
chronically overconcerned mother with an 
overprotective attitude which is a handicap 
to the child’s continued emotional growth and 
maturation. Some parents have, through 
overprotective measures, succeeded in mak- 
ing veritable invalids out of their children, 
and the effects of this upon the adult person- 
ality are only too obvious. One cannot blame 
the young child for liking this expression of 
concern, for it may be his strongest emo- 
tional tie to the mother, and he may be un- 
able, if not actually unwilling, to free him- 
self of it as he grows. 

Illness or an accident which results in 
physical handicap, such as heart disease, tu- 
berculosis, paralysis, bone deformities and 
the like warrant a considerable amount of 
time and effort on the part of the physician 
in proper interpretation to child and parent. 
One should emphasize not the limitations and 
restrictions to be followed, but rather the 
things that can be done. Particular interests 
of the child should be utilized and built up 
so that he may achieve a sense of adequacy 
through accomplishment to make up for his 
inability to join in the usual pastimes of 
his friends. Too frequently, boys have 
been seen in correctional institutions who, 
as a result of “being different” from their 
fellows in not being able to do the things 
they did, sought and found ready acceptance 
in a delinquent group. 

One should not overlook the _ possible 
traumatic elements inherent in hospitaliza- 
tion and operation. Children are often whisk- 
ed away from home and to the hospital with- 
out any explanation by the parent of what 
is in store for them. Children should not be 
misinformed as to procedures for it results 
in loss of confidence and trust. Physicians 
and nurses, even though cognizant of this 
factor, are often prone to overlook it in the 
pressure of activities and because the child’s 
apparent adjustment on the ward may be 
satisfactory. 

Learning difficulties in school are not limit- 
ed to retarded children. Children of aver- 
age or superior intelligence may have spe- 
cific disabilities in reading or arithmetic from 
the very start which will retard their prog- 
ress and create emotional disturbances be- 
cause they feel inferior to their classmates. 


These disabilities must be accurately diag- 
nosed by proper psychological tests befor 
adequate remedial measures can be under- 
taken. There is also the child who is started 
in school without the desirable preparation, 
who regards the school as a hostile environ- 
ment and as being responsible for his separa- 
tion from mother. He may fear that a 
younger brother or sister, left at home, wi!! 
completely usurp his place in the parental! 
affections. These are some of the emotional 
barriers which can block the acquisition of 
knowledge. 


A comparatively large group of children 
will be found who are not feebleminded, but 
who fall in the range between borderline leve! 
of intelligence and average. Retardation of 
one to two years in their mental development 
will be sufficient to make it impossible for 
them to grasp the fundamentals in the earl) 
grades as do others of the same age group. 
Their schooling must be at a slower rate so 
that they may better absorb the instruction. 
Psychological tests help us to understand 
these cases by making us aware of their 
ability and capacity for learning. 

Children in either of the above two groups 
will compensate for the sense of inadequacy 
they experience in accordance with their con- 
stitutional and personality make-up. Some 
will display aggressiveness of varying de- 
grees; some will assume a veneer of indif- 
ference; others may withdraw within their 
own shell—a social recluse. 

The mental defective or feebleminded chiid 
and the child with brain damage resulting 
from trauma or from residuals of encephali- 
tis are brought to the physician for help. Un- 
fortunately their parents have usually receiv- 
ed little in the way of constructive sugges- 
tion. In most of these cases, even though a 
formal school program in the community is 
out of the question, there are various oppor- 
tunities offered in handicrafts. These chil- 
dren can learn to do simple things with their 
hands and keeping them occupied and ac- 
complishing something, even at a low level, 
helps both parent and child. Psychological 
tests help us appreciate at what mental level 
these children are ready to do things. Rest- 
lessness and distractibility are features 
which make it difficult to get them to con- 
centrate on any one project, but the use of 
mild sedation may slow them down sufficie! 
ly to get their interest focused. Once tlic 
latter is accomplished, sedation can be wit 
drawn. Some of the behavior symptoms pre- 
sented by these children are inherent in t! 
brain damage suffered. Other symptoms, 
however, are superimposed upon this first 
group and are only indirectly connected wit! 
the organic illness. These latter symptoms 
are the result of faulty training, of parenta! 
rejection, of overprotection, and of verypr« 
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lent faulty misconceptions as to what could 
e expected of these children in the way of 
ndependent initiative and achievement. 


—s 


In considering the social and emotional 
iases of a child’s development we are deal- 
g with less obvious, less tangible material 
it none the less real. The child’s first social 
ntacts are within the home and remain 
edominantly so until entrance in school. It 
in the home that he observes and takes on 
rtain patterns of behavior, general attitud- 
and prejudices which may help or hinder 
m in his wider social relationships outside 
» home. In his social contacts outside he 
\l first begin to feel keenly the differences 
m his fellows—differences in economic 
d cultural aspects of the family, differences 
standards of living and standards of life. 
me children find themselves unable to ad- 
st these differences without help and en- 
uragement and thereby unable to get along 
ith their fellows. These experiences lead 
emotional reactions which can mean the 
‘ference between success and failure. A 
vod number of social misfits, on the other 
and, have emotional problems which have 
developed in the home and which militate 
against successful adjustment outside. Some 
of these children, with more or less serious 
emotional conflicts in their family relation- 
ship, are able to compensate for their previ- 
ous lack of satisfaction in the home through 
satisfying relationships in school and in the 
neighborhood. Too frequently, they are un 
able to do so without some help through a 
relationship with an adult in which they find 
acceptance, 

Emotional problems of children develop- 
ing directly and primarily as such, in con- 
trast to those resulting from physical, in- 
tellectual or social factors, are usually based 
on failure to supply a fundamental need. 
Two basic needs are: (1) security (love and 
affection and awareness of being a wanted 
and integral part of the home); (2) de- 
velopment of independence and self-respon- 
sibility. (This entails recognition of the 
child’s individuality and need for self-direc- 
tion). 


Lack of security results in feelings of re- 
jection by the child and this is the most 
traumatic emotional experience possible. The 
rejection may be actual, as in the case of a 
arent who does not want the child, who is 
emotionally incapable of accepting the de- 
endence of the child, or who projects his 
lings toward someone else on the child. 
he rejection may be fancied as in the situa- 
‘ion where the child feels another sibling is 
avored or where he is confused by the con- 
‘cting and inconsistent methods of disci- 
ine employed. 


Many immature or neurotic parents make 
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it difficult for a child to develop self-de- 
pendence. Such parents feel a strong un- 
conscious need for keeping their children tied 
to them. The child may glory in this de- 
pendence or may be conflicted between a 
desire to remain in this blissful state and the 
desire to emancipate himself. The problem 
becomes increasingly serious as adolescence 
and adulthood are approached. Overt diffi- 
culties may first reveal themselves when such 
an individual goes off to college, gets a job 
or marries. 


No two families react to their children 
alike. In fact, no set of parents reacts to 
each of their own children in exactly the 
same manner, at least in the eyes of the 
individual child. This difference in emotion- 
al feelings and reaction produces a different 
environment for the personality development 
of each individual child in spite of the fact 
that the parents, home and physical comforts 
are apparently identical. The mere presence 
of another child in the home produces a 
rivalry situation with resultant tensions be- 
tween the children which call forth acts to 
which the parents may well be expected to 
react differently. To minimize rivalry and 
jealousy between siblings, there should be 
adequate preparation of an older child for 
the reception of a new arrival. In addition 
to being made to feel that he is going to be 
helpful in the care of the new child, it is 
important not to show excessive attention 
to the new infant in the presence of the 
other child. 


*arental misunderstanding, immaturity 
and personal maladjustment are vital factors 
concerned with the behavior of the child. 
Misunderstanding can be corrected, and 
anxiety of the parent because of lack of 
knowledge can be alleviated. The neurotic 
parent, however, presents considerable diffi- 
culty in a treatment program. Parents have 
themselves come through a childhood of their 
own, charged with emotional gratifications 
and frustrations. Their problems are of 
much longer duration than those of their 
children. Intellectually they may be able 
to accept the desirability of change in their 
attitudes and methods, but emotionally they 
may not. Many seriously neurotic adults 
are in need of psychiatric help. 


Even though it is true that problems of 
children usually are indicative of “problem 


parents,” I regret to see this latter term ob- 


taining such wide circulation among the 
laity. The ultimate effect is to be feared. It 
makes it more difficult for a parent to seek 
help for the child since the term infers 
blame and creates a defensive attitude on the 
part of many parents. A parent feels a 
sense of failure and guilt before seeking help 
for his child. There is no place for blame 
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or fault-finding in any treatment relation- 
ship with parent and child. Just as we have 
grown more understanding of the child with 
a problem and have progressed to the point 
of seeking an explanation for misbehavior, 
so should we begin to understand the difii- 
culties besetting the parent. Scolding the 
parent is as destructive as scolding the child. 
Treatment for both is necessary through a 
tactful approach, with encouragement to the 
parent that he or she has done the best with- 
in his or her power under the circumstances. 
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Safety Factors in Cesarean Section 


L. C. NORTHRUP, M.D. 
TULSA, OKLAHOMA 


In March 1941, I published a brief article 
on “Safety Factors in Obstetrics”. In this 
paper mention was made of the universal 
improvement in mortality brought about by 
the adoption of the low cervical cesarean 
section. Since this paper appeared I have 
received many requests for detailed infor- 
mation about the technique of this opera- 
tion as it is done today. This paper is in 
answer to those requests. 


My interest in the low cervical cesarean 
section is founded on fourteen years of per- 
sonal experience with the operation. During 
this time I have performed over 300 con- 
secutive low cervical cesareans, without a 
single maternal death and with no injured 
babies. Some of the babies did not survive 
but their death was in no way associated 
with the operation. The average operating 
time for this entire series was 38 minutes. 
Average number of days in hospital was 
eight. There was not a single case of peri- 
tonitis or severe hemorrhage. The morbidity 
was confined to a few cases of pyelitis and a 
few cases of phlebitis. These were not in 
excess of the number encountered in any 
other type of delivery. 


Since the adoption of the low segment op- 
eration, the indications for cesarean section 
have been greatly extended. For example, 
I am now doing low segment cesareans on 
almost all my breach positions, especially the 
full term primipara. This is because of the 


high mortality for this type when attempt 
is made to deliver them vaginally. The in- 
fant mortality rate for breach presentations 
at Hillcrest Memorial Hospital for the past 
fourteen years is over 16 percent. The in- 
dications have been summed up by Dr. Mc- 
Gilvery of New York as follows: “Whenever 
the obstetrician feels that a low cervical sec- 
tion will give his mother and her baby a 
better chance than a vaginal delivery, he has 
sufficient indication.” For the past two year's 
I have been doing low segment cesareans on 
all difficult cases. During these two years, 
I have not had a single infant death from 
any cause whatever. 

The name “low cervical section” is not a 
good name, as the incision is not in tlie 
cervix at all. I much prefer the term “low 
segment operation”. The incision is in tlie 
lower uterine segment and not in the cervix. 
Any operation in which the incision extends 
into the contractile portion of the body of 
the uterus should not be classified as a low 
segment or low cervical operation. The 
safety of the low segment operation lies i 
the fact that the incision is confined to t! 
lower uterine segment which is not con- 
tractile and is therefore not subjected to t! 
churning action associated with the aft 
pains during the process of involution. Thi 
low segment incision heals while at rest. Th: 
second safety factor is your ability to creat: 
two peritoneal flaps to suture, overlapping, 
over the incision. This prevents any leaking. 


n 














JOURNAL OF THE OKLAHOMA STATE MepicaL ASSOCIATION 329 


It is not the spill of amniotic fluid at the time 
of operation that causes peritonitis. Peri- 
tonitis is caused by the leaking of infected 
lochia thru the classical incision in the con- 
tractile portion of the uterus, which often 
gaps open as the uterus contracts after de- 
livery. This also causes hemorrhage which 
never occurs in the low segment incision. 


The primary factor in safe obstetrics is 
to have a safe patient to start with. If your 
patient has had adequate pre-natal care, she 
will be a good risk. She will not be anemic 
or toxic. She will be well nourished, having 
had plenty of calcium and vitamines. You 
will know about her heart, lungs and kidneys. 
You will know about the size and position 
of the baby. A good healthy patient will give 
you a lower mortality. 


I wish now to take up some safety factors 
associated with the technique that have de- 
veloped during the past fourteen years. No 
pre-operative medication is used except one 
hypodermic of 1/75 gr. atropine given one 
hour before surgery. The vulva is shaved 
and about one ounce of full strength plain Ze- 
phiran is instilled into vagina. The abdomen 
is painted with the Tincture of Zephiran. 


Spinal anesthesia holds first place in safety 
for the baby but is about fourth place in 
safety for the mother. Cyclopropane is first 
choice for the mother and only second choice 
for the baby, so we use it exclusively. It is 
administered by an experienced specialist in 
anesthesia. At time of the incision, we give 
1 cc. Pitutrin or Pitocin. This is timed so 
that it will take effect as soon as the head 
is ready to be delivered. The patient is 
placed in extreme Trendelenberg position. 
Don’t attempt the operation with the patient 
flat. A fundamental principle of good sur- 
gery is to avoid trauma and mutilation, so 
keep the incision below five inches in length. 
Four inches is enough for most babies. Never 
go above umbilicus. I usually make a very 
short incision about two inches long, directly 
in the mid-line about half way between um- 
bilicus and symphisis. This incision is car- 
ried directly into abdomen. Then, before en- 
larging the incision, inspect bladder and 
enlarge incision away from bladder so as not 
to cut into it. The completed incision should 
extend from the bladder up four to five 
inches. 


No packs are used. I think they produce 
trauma and can serve no useful purpose. You 
will seldom see any intestine. Locate the 
place where the bladder is attached to the 
anterior surface of the uterus. There is us- 


ually a white “V” shaped fold at this place 
which can be easily seen. Look also for the 
circular sinus, which is a large sinus that 
crosses the surface of the uterus from side to 
side, just under peritoneum. The incision 
thru the viseral peritoneum should be made 
just below this sinus and just above the 
bladder attachment. Make this incision in 
a semilunar direction, curving up at outer 
ends to avoid the vessels at each outer edge 
of uterus. Dissect peritoneal flaps up and 
down from this incision, about 1% inch only. 
These flaps will be large enough after the 
uterus contracts. The incision into the lower 
uterine segment follows parallel to and just 
beneath the incision in the viseral periton- 
eum. If your landmarks were right, you will 
be just above the junction of the lower ute- 
rine segment with the cervix. The uterus at 
this place is seldom more than ¥% inch thick 
at full term. You will encounter very little 
bleeding. Make the incision just big enough 
to deliver the head and no bigger. I use 
bandage scissors for this incision into uterus 
so as not to cut the baby’s face. Slip your 
right hand into uterus and lift the head up 
into incision. The assistant will now press 
on fundus and the head can be worked thru 
the incision. I use a special flat curved in- 
strument to lift the head out. This instru- 
ment is called “Torpin Vectis’”, sold by Muel- 
ler Co. It is a curved blade 11% inches wide 
and 934 inches long, with a handle. As soon 
as baby is delivered the placenta is delivered 
and then the uterus is delivered thru the in- 
cision in abdomen. A hot wet pack is wrap- 
ped around the uterus and it is grasped in 
right hand of assistant. The uterus, can, in 
this way, be pulled up out of pelvis so the 
incision can be accurately sutured. This is 
most important. Two rows of chromic gut 
are placed by continuous suture into the in- 
cision in lower uterine segment. The second 
row invaginates the first row. Then the peri- 
toneal flaps are sutured over this incision. 
The upper flap first, then the lower flap, 
overlapping. The uterus is replaced into 
abdomen and the abdomen closed in usual 
manner. I am opposed to doing any other 
surgery at time of a cesarean section. 


As soon as the baby is delivered the mother 
is given a hypodermic of morphine and er- 
gotrate. The nurses on floor are instructed 
to repeat the ergotrate whenever necessary 
to check excessive flowing. This is seldom 
necessary in the elective cases. It is some 
times necessary in the cases that have had 
a long trial labor. 


I am constantly amazed at the quick 
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smooth convalescence. In most cases food is 
given at end of 24 hours. Patient is allowed 
to get out in a chair on the sixth day and 
encouraged to walk about on the seventh. 
Early exercise helps to prevent phlebitis. 

I believe that a low segment section is 


safer than a difficult vaginal delivery. Y:u 
must have good help, a good anesthetic a: d 
above all a patient that has had adequate p) »- 
natal care. If you are going to do a sectic i, 
it is better to do it as an elective operati n 
and avoid a trial labor if possible. 





Complications of Duodenal Ulcer: Their Surgical 


Management” 


R. L. SANDERS, M.D. 
MEMPHIS, TENNESSEE 


Medical minds have been studying the 
problems of duodenal ulcer for twenty cen- 
turies, yet the further its mysteries are pene- 
trated, the more mysterious it becomes. Es- 
pecially is this true of its etiology. The many 
theories which have been advanced, all of 
which-seem in a measure valid, lead one to 
believe that we are far from discovering the 
real truth, and certainly the whole truth. In 
the light of our present knowledge, diet, in- 
fection over-exertion, circulatory disturb- 
ances, and derangements of the nervous sys- 
tem, from intrinsic disorders or extrinsic 
influences, or both, are all active in more or 
less degree in the production of ulcer. 

Questions of therapy are inseparably in- 
volved with those of etiology, and until we 
know the answers to the latter, we shall 
probably continue to have ulcers, many of 
which will require surgery. Until that time, 
therefore, we may well strive for a better 
understanding of the usage of the surgical 
procedures now available. It is not the way 
of progress to be content with any achieve- 
ment, however seemingly perfect; neverthe- 
less, certain of the operations thus far de- 
veloped for duodenal ulcer, when properly 
applied, may be relied upon to insure pa- 
tients, with rare exceptions, freedom from 
further difficulty from this source. 

This discussion will deal with the opera- 
tive treatment of duodenal ulcer in the pres- 
ence of (1) acute perforation, (2) hemor- 
rhage, (3) obstruction and (4) intractability, 
and of (5) gastrojejunal ulcer and gastro- 
jejunocolic fistula, these being the only con- 
ditions in which surgery is recognized as 
indicated. 

ACUTE PERFORATION 

Acute perforations arise, as a rule, from 

ulcers on the anterior wall of the duodenum. 


*Read before the Fiftieth Anniversary of the Oklahoma State 
Medical Association, Tulsa, April 24, 1942. 


They are encountered most often in com- 
paratively young individuals. The perfora- 
tion occasionally occurs without previous 
warning, or with no more warning than a 
prodromal period of a few days, wherein the 
patient experiences some abdominal discom- 
fort and digestive disturbance. Usually, 
however, a history of symptoms for weeks or 
months, or perhaps for years, is obtained. 
In the majority of cases, the perforation is 
brought about by some influence which 
causes intra-abdominal or intragastric pres- 
sure, such as eating, drinking carbonated 
waters, exertion or excitement. 

The diagnosis should be readily made by 
anyone who has observed even one or two 
patients in this condition, the outstanding 
features being excruciating pain of sudden 
onset, and abdominal tenderness and rigidity. 
Usually, the pain is localized in the epigas- 
trium, particularly on the right, though it 
may be generalized over the abdomen or re- 
ferred to the left upper quadrant or to t 
shoulder region. In degree, it is out of «|! 
proportion to that of any other disord: 
The patient’s suffering is obvious: the «x- 
pression is drawn and agonizing, beads >f 
perspiration stand out on the brow, the sk:n 
is pale, cold and clammy, and the patie :t 
lies perfectly still, resenting the examini: 
hand or any effort at movement. His : 
pearance is that of one in great shock, \ | 
the biood pressure is not elevated, the te 
perature is normal or subnormal, and t 
pulse is slow. Nausea and vomiting may 
may not be associated. Within a short wh 
the abdominal muscles assume a rigidi 
which is so unyielding to pressure as to 
characteristic of perforating ulcer. 

After a few hours, these acute manifest 
tions subside to some extent and the patie: 
seems slightly more comfortable, though t! 
abdominal tenderness and rigidity persis 
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If surgery is not undertaken, however, this 
phase is soon followed by signs of bacterial 
peritonitis: the temperature and leukocyte 
count rise, the pulse rate is accelerated, the 
pulse volume is reduced, and the abdomen 
becomes increasingly distended. A plain film 
will often reveal gas beneath the diaphragm. 
This clinical picture is a definite indication 
for immediate operation. 


Not all acute perforating ulcers present 
such an emergency. Many are of only pin 
point size, leakage is slight, and the opening 
is immediately protected by omentum or fat, 
or by the gallbladder, liver or other adjacent 
structures, and in a few days the patient re- 
covers. Occasionally, the contents escape 
above the liver, producing a subdiaphrag- 
matic abscess. In this event, the patient us- 
ually comes to surgery on account of the ab- 
scess and the ulcer is found only incidentally. 
Unless operated on promptly, a large quan- 
tity of fluid may accumulate beneath the dia- 
phragm, increasing the risk and prolonging 
the convalescence. Just last month, a patient 
was referred to us four days following per- 
foration of a duodenal ulcer. Although at 
operation the perforation was found to be 
partially protected, aimost two quarts of 
fluid was removed from above the dome of 
the liver and beneath the diaphragm. The 
patient is still in the hospital, but is well 
on the way to recovery following a second 
drainage of the extensive subphrenic ab- 
scess. 


Treatment.—It is our custom to approach 
the abdomen through an upper transverse 
incision. By this method, the danger of 
wound infection and disruption from escape 
of the chemically irritating and infectious 
fluid from the peritoneal cavity is minimized, 
in that the incision follows the course of the 
tissue fibers, thus permitting the edges of 
the wound to come together without strain 
upon the sutures. In addition, the nerve anc 
blood supply are conserved and healing takes 
place rapidly and firmly. We have had no 
wound disruptions since beginning the use 
of this approach, ten years ago. 


Formerly, we excised the ulcer and closed 
the perforation by purse-stringing the open- 
ing with Lembert sutures, or orthewise en- 
folding the perforating zone. During the past 
several years, however, we have made no ef- 
fort to close the perforation itself; instead, 
by means of a series of sutures placed in 
the stomach and duodenum, the pyloric end 
of the stomach is folded over the ulcer, cover- 
ing it completely, and omental fat is tied over 
the area. This method is based upon the 
presumption that a rapid and massive for- 
mation of fibrin effectually closes the open- 
ing. Dr. Willis Gatch, of Indianapolis, de- 
scribed practically the same procedure at a 


meeting of the Southern Surgical Associa- 
tion in 1936. 

There is still some discussion as to the 
necessity for gastroenterostomy in these 
cases. We once made a practice of perform- 
ing a gastroenterostomy in addition to clo- 
sure of the ulcer. There was a reason for it. 
Our effort to close the perforation completely 
by sutures usually obstructed the pylorus for 
several days. Since we have been using the 
suction syphon apparatus, as suggested by 
Wangensteen, thus putting the stomach at 
rest postoperatively, a simple closure by the 
method described has been found sufficient. 
Few of these patients require further sur- 
gery. 

If the perforation is protected, the prob- 
lem may be different. Often, one finds a 
large, edematous mass about the pylorus and 
the first portion of the duodenum, where the 
tissues are fixed because of this protection 
and the inflammatory reaction, producing a 
marked obstruction. In many such cases, a 
gastroenterostomy may be necessary as a 
life-saving measure. 


After closure of the ulcer, it is our custom 
to pour from seven to 15 grams of one of 
the sulfonamide drugs into the peritoneal 
cavity and into the wound. We have ob- 
served no untoward effects from these drugs 
and are convinced that the peritoneal reac- 
tion is less, convalescence smoother, and the 
mortality lower. 

If the operation is performed early, drain- 
age is unnecessary. We practically never 
institute drainage unless more than twelve 
hours has elapsed since the perforation and 
bacterial peritonitis is present or imminent. 


During the past nine and one-half years 
we have operated on 26 patients for protect- 
ed and unprotected perforating duodenal ul- 
cer. The unprotected perforations were 
simply closed, while a gastroenterostomy was 
performed for the protected perforations, 
with one exception; this patient had a gas- 
trectomy for recurrent duodenal ulcer with 
perforation, following a pyloroplasty several 
years earlier. One of the group, for whom a 
gastroenterostomy was done, now has clinical 
and roentgenographic evidence of a recur- 
rence. 


HEMORRHAGE 


Whereas ulcers on the anterior wall of the 
duodenum perforate into the peritoneal cavi- 
ty, those on the posterior wall penetrate into 
the head of the pancreas, eroding the blood 
vessels and producing hemorrhage. In ex- 
tent, the hemorrhage varies according to the 
size of the blood vessel which has become 
eroded. Usually, it appears as melena, though 
it may be presented as hematemesis, or again 
as both. 
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More than one-fourth of all duodenal ul- 
cers are of the bleeding type. The majority 
give rise to a mild but recurrent hemorrhage 
with persistent symptoms of ulcer, especially 
pain referred to the back, from penetration 
into the head of the pancreas. There is an- 
other group, however, in which hemorrhage 
recurs often or is practically constant, ob- 
viously coming from a fairly large perfora- 
tion of an artery, and keeping the biood pres- 
sure and hemoglobin at dangerously low 
levels despite repeated transfusions. Here, 
also resection should be undertaken as early 
as possible. The longer the delay, the graver 
the danger from damage to the liver, kidneys, 
heart, brain and other organs, and the great- 
er the likelihood of a sudden massive hemor- 
rhage. 

Treatment.—In our opinion, the proper 
treatment for hemorrhagic ulcers is gast- 
rectomy. Until a few years ago, it was our 
practice, if the patient was in poor condition, 
to open the duodenum, cauterize the ulcer, 
and do a pyloroplasty. This procedure is 
now seldom, if ever, employed, as it has been 
found that the radical operation, with few 
exceptions, may be safely carried out follow- 
ing adequate preparation. 

Frequently, one may experience great dif- 
ficulty in separating the duodenum from the 
pancreas without damaging the common duct 
and large vessels. With care, however, it 
may be freed three-fourth to one inch, which 
is sufficient to permit complete closure. Or, 
if the perforation is large, the duodenum 
may be divided at the level of the ulcer, 
Allis forceps placed on the distal stump (Fig. 
1), and the pancreas and ulcer bed dissected 
free for the necessary distance. The stump 


LEGENDS 





Fig. 1. Showing a safe method of hand'ing the duodenal 
stump when the ulcer on the posterior wall has penetrated into 
the head of the pancreas, making separation of the duodenum 
and pancreas difficult. The duodenum is divided at the level of 
the ulcer and Allis forceps are placed on the stump. With 
gentle traction, the duodenal stump is separated from the pan- 


creas for a distance of % to inch with comparative ease, 
making closure of the stump safe and satisfactory. To avoid 
spilling and soiling from the stomach, a small Furniss clamp is 
placed distal to the pylorus and just above the ulcer, and left 
with the clamp locked. The stomach can then be easily re- 
tracted to the left, permitting excellent exposure 
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Fig. 2 A—Showing closure of the duodenal stump wit! e 
first row of sutures of fine chromic catgut 
Showing the second row of sutures completed, with ss 
factory inversion and closure of the stump 
C—tThe sheath of the pancreas is sutured over the stum; 
the duodenum and fastened with several interrupted stitche f 
non-absorbable sutures This prevents leakage and fixes 
stump in a natural position without tension In no case 


leakage occurred following this procedure 


is then inverted and closed with two or three 
rows of catgut (Fig. 2A and B). As a 
further precaution against leakage, the 
sheath of the pancreas is sutured over the 
stump with a few interrupted silk sutures 
(Fig. 2C). 

Formerly, we were hesitant about remov- 
ing the lesion and disturbing the pylorus in 
poor risk cases, but with added experience 
we have found that this may be accomplished 
without materially increasing the hazard. 
Undoubtedly, if at all feasible, one should 
remove both the pylorus and the ulcer in 
order to eliminate pylorospasm and relieve 
the inflammatory reaction of the pancreas 
in the area of the penetration, as these are 
primary factors in the persistence of symp- 
toms. 

After liberation and closure of the duo- 
denum and resection of an ample amount of 
the stomach, the continuity of the intestina 
tract may be restored by one of several! 
methods. We prefer the Polya anastomosis, 
uniting the entire end of the stomach to the 
side of the jejunum through the transverse 
mesocolon. The anterior anastomosis, after 
the method of Balfour, has been employed 
following high resections. The Hofmeis' 
technic is preferred by a number of surgeo 
on the theory that it prevents too ra} 
emptying of the stomach. In our experien: 
however, function has been most satisfacto 
following the Polya and Balfour methods. 

We do not supplement our resections by : 
entero-enterostomy. Such a procedure pre- 
vents reflux into the stomach of the alkali: 
duodenal secretions which aid in maintaini! 
a low gastric acidity, and we have found ! 
real indication for it. 

One of the much discussed problems o! 
gastrectomy for duodenal ulcer today has to 
do with the extent of the resection. Shall th 
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stomach be removed to a point at which 
absolute achlorhydria to histamin stimula- 
tion is obtained? Total anacidity is likely to 
give rise to distressing symptoms, and, in our 
present opinion, is undesirable. We feel that, 
in the mapority of cases, resection of two- 
thirds of the stomach is ample; with the 
Polya anastomosis, which provides rapid 
emptying, more extensive resection is unnec- 
essary unless the stomach acids are unusually 
high or the patient appears to be of the type 
who is likely to have further difficulty. 


From October 1, 1932, to the present time 
we have employed the Polya gastrectomy in 
2 cases of primary and recurrent bleeding 
duodenal ulcers, with one fatality, this being 
the first patient of the group, operated upon 
early in 1933. The immedate cause of death 
was pneumonia. Six of the resections were 
carried out for recurrent duodenal ulcer, one 
of them a third recurrence. In two of the 
six, a gastrojejunal ulcer was associated. An 
additional eight patients with bleeding ul- 
cers have had either a gastroenterostomy or 
pyloroplasty during the same period; three 
of these have since experienced a return of 
ulcer symptoms. Functional results from 
gastrectomy have been uniformly excellent. 


Massive Hemorrhage.—The indications for 
surgery in the presence of sudden massive 
hemorrhage from erosion of a large artery 
are less easily defined than those from re- 
peated small hemorrhages. Surgeons are of 
different minds on this question. On the 
one hand are those who state that immediate 
operation is indicated only if the patient is 
fifty years of age or beyond. In younger 
individuals whose vessels are elastic and in 
whom the clotting elements are practically 
normal, a clot usually forms and stops the 
hemorrhage, whereas in older persons, whose 
vessels have become sclerotic, this clot may 
form during the stage of shock, only to be 
dislodged by the force of the blood pressure 
after recovery from the shock; or, the clot 
may be dissolved by the stomach acids. 
Allen,' at the Massachusetts General Hos- 
pital, found only four deaths in a group of 
90 patients under fifty years of age; in 42 
over fifty, 14 or one-third bled to death. He 
concludes that all patients above the age of 
forty-five years with acute massive hemor- 
rhage from duodenal ulcer should be care- 
fully evaluated. Roscoe Graham* quotes a 
mortality of seven percent in 136 patients 
with massive hematemesis from duodenal ul- 
cer, 70 percent of the fatalities having oc- 
curred in patients over fifty years of age. 
He reports that in the Toronto General Hos- 
pital the mortality from emergency opera- 
tions for duodenal ulcer in patients beyond 
fifty has been forbidding, and therefore ad- 
vocates waiting until the patient has re- 
covered from the effects of the hemorrhage, 


and then performing a resection. He furth- 
er states, “No operation is advised for a 
young patient who has had but one massive 
hemorrhage from a duodenal ulcer, but 
should a second such hemorrhage occur, then 
operation is not only advisable, but is ur- 
gently indicated.” Blackford,? from a survey 
of vital statistics of the city of Seattle, found 
that massive hemorrhage from older people 
was fatal in one-third of the cases; further, 
that three-fourths of all fatalities followed 
the first massive hemorrhage. From these 
investigations, he feels that the first massive 
hemorrhage in elderly people is by far the 
most dangerous. On the other hand, in his 
experience, emergency operations on young 
patients are unjustified, even for prostrating 
hemorrhage, as fatal bleeding is almost un- 
known in persons under forty-five years of 
age. In contrast to these opinions, Wangen- 
steen® feels that a distinction based upon the 
age of the patient is not a safe criterion, and 
that young persons with flexible arteri 
may bleed briskly and die of hemorrhage : 
well as those beyond fifty. 

The necessity for immediate surgery is 
probably more urgent in older patients, 
though operation, if done at all, should be 
carried out within forty-eight hours, as ad- 
vocated by Finsterer.’ If it becomes obvious 
that transfusion and other supportive mea- 
sures will not control the hemorrhage and 
restore a satisfactory blood pressure, one 
should not wait until the loss of blood proves 
an insurmountable obstacle to recovery. Fin- 
sterer’s mortality after early surgical inter- 
vention averages 5.1 percent, whereas the 
reported mortality following operations de- 
layed after forty-eight hours has been, on the 
whole, exceedingly high. 

OBSTRUCTION 

Obstruction incident to healing and cicat- 
rization of the doudenal ulcer, usually on the 
anterior wall, lends itself more readily to 
surgical cure than any of the other compli- 
cations of this disease. The acid values being 
low and the ulcer having already healed, the 
pylorus need not be disturbed. A gastro- 
enterostomy, if properly made, with a fairly 
large stoma, gives immediate and permanent 
relief practically without exception. The pa- 
tient, previously in a state of malnutrition 
and dehydration from persistent vomiting 
over a long period of time, promptly regains 
normal weight and strength. There is, in 
fact, nothing more brilliant in all the domain 
of surgery than the relief obtained by a 
short-circuiting gastroenterostmy for cicat- 
rization of a duodenal ulcer. Further, the 
probability of recurrence is remote, and of 
no significance as compared to the risk of 
the more radical operation. 

Pyloric obstruction from edema and swell- 
ing associated with an active ulcer is a dif- 
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ferent matter. If the acid values are high, 
gastrectomy is indicated, as gastroenterosto- 
my carries a not inconsiderable possibility of 
recurrence or of stomal ulcer. Should the 
patient be elderly or in poor condition, how- 
ever, a gastroenterostomy may be the wiser 
course; if necessary, a resection may be per- 
formed later. 

One should bear in mind that, in these 
cases, a low acid value at the first examina- 
tion is likely to be misleading; the edema of 
the gastric wall may have interfered with 
secretion. In the event of such a finding, 
therefore, stomach lavage should be carried 
out continuously over a period of several 
days, until the edema and obstruction have 
subsided; with restored function, the acid 
vaiues may be found excessive, indicating the 
need for gastrectomy. 


INTRACTABILITY 


It is axiomatic in our clinic that all ulcer 
patients, with the exception of those with 
acute perforation, obstruction or massive 
hemorrhage, shall be given the advantage of 
medical treatment. Many patients, however, 
are unable to adhere to a medical regimen 
because of their occupations, and thus are 
forced to seek relief through surgery. Others, 
particularly those who are highly nervous, 
do not respond to medical management, even 
under the most ideal conditions. The ulcer 
symptoms continue unabated and the patient 
remains disabled despite every effort, until 
both he and the doctor are exhausted. It 
is this status which we call intractability, 
and which we regard as a surgical problem. 

We have observed that most of these pa- 
tients have multiple ulcers and, strikingly, 
it is the posterior ulcer which produces the 
symptoms. The acid values are often high, 
and for this reason a gastroenterostomy is 
inadequate. A subtotal gastrectomy, includ- 
ing removal of the pylorus and the posterior 
ulcer, offers the surest promise of permanent 
relief. Even so, if the patient is of an un- 
stable temperament, one may find it neces- 
sary to insist upon a regulation of diet for 
an indefinite period after operation. 


GASTROJEJUNAL, MARGINAL, OR JEJUNAL 
ULCER; GASTROJEJUNOCOLIC FISTULA 

Gastrojejunal, marginal or jejunal ulcers 
are observed, usually, in middle aged or fair- 
ly young individuals with high acid values 
who have previously had a gastroenterosto- 
my for a duodenal ulcer. The reported inci- 
dence varies from two to 34 percent, the lat- 
ter figure being reported by Lewisohn. The 
average is probably about six to ten percent. 

The ulcer may appear within a few days 
after operation, or it may not become appar- 
ent for many years; the majority, however, 
develop within eighteen months. They are 
found, as a rule, on the margin of the stoma, 


especially on the jejunal side. 


them bleed, and many produce the origina 
ulcer symptoms, though the picture is gener 
ally a little atypical, the pain being slightly 
lower and to the left, more constant and 
severe, and rarely completely controlled !\y 


A few of 
| 
V 


food and alkali. Operation in such cases 
should be carried out without undue delay. 


If the pylorus is not obstructed by cicat- 
rization and one can do a good pyloroplasiy 
to widen the outlet, lessen pylorospasm and 
permit a reflux of the jejunal contents into 
the stomach, this may be done, the gastro- 
enterostomy detached, and the opening in 
both the stomach and jejunum closed, re- 
storing the continuity of the gastrointestinal] 
tract to its original condition. This pro 
cedure, however, is justified only when the 
patient is in no condition for the more radi- 
cal operation. 


In all our cases, we have found it possible 
to take down the gastroenterostomy and ex- 
cise the gastrojejunal ulcer, or resect the 
jejunum and make an end-to-end anastomo- 
sis, and then perform a subtotal gastrectomy, 
including the pylorus and the ulcer-bearing 
zone. This is a formidable procedure under 
the circumstances, but relief is usually com- 
plete. 


One of the reasons for early operation in 
the presence of gastrojejunal ulcer is the 
danger of perforation into the colon. This 
disaster occurs in approximately 11 percent 
of gastrojejunal ulcers and is the most seri- 
ous of all the complications of duodenal ulcer. 
The mortality is exceedingly high. One 
should therefore bear in mind the possibility 
of a perforation when a gastrojejunal ulcer 
develops. If the condition is recognized in 
time, the gastroenterostomy should be dis- 
connected, the colon freed at the site of 
the fistula, and closed, and the stomach re- 
sected. 


We have operated upon a total of 47 pa- 
tients with intractable and obstructive duo- 
denal ulcers within the past nine and one-ha'f 
years. Of this number, 15 had a gast) 
enterostomy, 12 a pyloroplasty, and 20 gas- 
trectomy. Of the 15 who had gastroenter: 
tomy, two have since developed clinical sig 
of recurrence, while four who had pylo! 
plasty have a reactivated ulcer. One patie) 
for whom a gastrectomy was performed h: 
persistent symptoms for several mont! 
though he is now entirely free of any di 
turbance. This resection included only tw 
fifths of the stomach and was the only on: 
in which less than half the organ was © 
moved. 

It may be mentioned that nine of the 2' 
patients with chronic ulcer who were treatec 
by gastrectomy had had a previous opera 
tion: five a pyloroplasty, two a gastroen 
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terostomy, and two a closure of a perfora- 
tion. The last two patients had a gastro- 
jejunal ulcer with an associated colon 
fistula. One of the two died, this being the 
only fatality in the entire group of 47 chron- 
ic ulcers. Another of the recurrences for 
which gastrectomy was done was that of a 
man who had previously had two gastro- 
enterostomies, and at operation was found 
to have both a duodenal and a gastrojejunal 
uicer. 
COMMENT 


As the years have gone by and the princi- 
es of the surgical treatment of duodenal 
cer have been more clearly determined, it 
s become obvious that removal of an ample 
nount of the acid bearing portion of the 


~ = 


as 


stomach, together with the pylorus and the 
lesion itself, is by far the procedure of choice 
for intractable and bleeding ulcers. As this 
fact is more widely appreciated in the future, 
fewer gastroenterostomies will be done ii 
the presence of high acids and an open py- 
lorus, and we shall have fewer recurrences. 


> . 
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Scarlet Fever Immunization: Il The Dick's 
Injection Method 


HuGH C. GRAHAM, M.D. 


TULSA, OKLAHOMA 


Scarlet fever immunization has been in 
use sufficiently long' to afford ample oppor- 
tunity for critical evaluation and the only 
antigen to emerge from two or three decades 
of clinical experience is that of Dick and 
Dick which we have used exclusively for six- 
teen years. We? recently considered other 
methods than the subcutaneous injection 
method of the Dicks and concluded that all 
other methods were either inferior or had 
not been clinically proved. Only the Dicks’ 
subcutaneous method has stood the critical 
clinical test of half a generation. 


The use of the Dicks’ toxin was early found 
to possess a number of defects which, while 
not at all peculiar to scarlet fever immuniza- 
tion, were negative aspects nevertheless, es- 
pecially for a new and untried procedure. 
These criticisms we group under the follow- 


ing divisions: 1. Efficacy and duration of 
immunity, at first unknown, now fairly cer- 
tain; 2. Adverse reactions ; 3. Too many injec- 
tions; and 4. Dependability of the Dick test. 
We attempt herein to answer, at least par- 
tially, some of these questions with reference 
to the Dicks’ subcutaneous injection method. 
EFFICACY AND DURATION OF IMMUNITY 
Nearly all authors attest the satisfactory 
efficacy and specificity of scarlet fever im- 
munization. Table 10 presents the findings 
of some of these authors’ with reference to 
effectiveness. The results in each experiment 
are compared with a control group. The “con- 
trol index” indicates the frequency, or inci- 
dence, of the disease in the non-immunized 
as compared with the Dick negatives, the 
non-immunized having the disease from four 
to 211 times as frequently as the immunized. 
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Table 1 
Index of Scarlet Fever Incidence in Immunized 
As Compared With Non-Immunized Controls.’ 
| _ 
Authors 3 No. Cases Percent Having Scariatina | Period | Control 
Immunized Immunized Number Percent Observed Index 
Toomey 3(a) 1273 92.7 10 1.0 2-7 yrs. (?%) 
(nurses) | 
Rappaport 3(b) 222 100 0 0 10 yrs (?%) 
(nurses) 
| 
| 
Anderson 3(c) 1038 100 7 0.6 9 yrs 4 
Reinhardt (nurses) | 
Place 3(d) 1446 (%) 3 1.3 6 
(nurses) | 
| 
Platou 3(e) 164 100 ty) | 0 | 4 yrs 8 (?) 
(nurses) | 
| | 
Anderson 3(f) 298 100 0 0 | 30 (%) 
(nurses) 
Toyoda 3(2) 7,000 60 to 85 1 | 0.1 6 yrs 43 
et al (general) | (gen. pop 
| | 
| | | 
Dick & 3(h) 836 100 0.3 0.037 4% yrs 173 
Dick (school child.) | (2635) 
| | 
Dick & 3(h) 3.725 100 0.3 | 0.009 10 yrs 211 
Dick (school child.) | (1595) 














Some authors‘ recommend scarlet fever 
immunization for the control of epidemics, 
the same as small pox vaccination is used, 
and Dick and Dick* state that by the proper 
approach an epidemic of scarlet fever may 
be put under control in 48 hours. We have 
immunized completely or incompletely over 
500 private cases, some few in the face of 
intimate exposures, and the results have been 
uniformly good. In no case of a negative 
Dick test, after immunization by the Dicks’ 
method, have we ever found clinical scarlet 
fever. It should be remembered that in our 
area scarlet fever has declined in severity 
until recently, but even where the disease 
was rampant or fulminating the results are 
wonderfully good as reported by Toyoda and 
associates’ in Manchuria. They report only 
1/43 as many having scarlet fever in the im- 
munized as among the non-immunized! The 


highest total dosage used by these investi- 
gators was only 40,000 STD*! 

In the early investigations it became ap- 
parent that the quantity of toxin employed 
was the most important factor in the im- 
munity process, i e., the more the antigen the 
more the resulting immunity. Hence, Tlie 
Scarlet Fever Committee has increased the 
antigen content of the toxin from time to 
time according to the following table, and 
evaluating immunization efforts the low 
dosage of the earlier years should be bor 
in mind: 

We have used the above dosage with on 
occasional individual modifications from tin 
to time since 1926 and have exclusively uss 
toxin approved by the Committee and pr: 
pared by E. R. Squibb and Sons.* The fo 
lowing table shows our results to be 86 pe 
cent immunity for five to ten years and &! 
percent from 13 to 15 years: 








al 
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Table 2 
Dosage of Scarlet Fever Toxin for Immunization* 
Years | lst dose Second Third Fourth Fifth Total STD* (Average) 
| 30.000 50,000 
1925-27 | 500 1,500 5.000 15,000 35.000 
° 
1927-36 | 500 2,000 8,000 25,000 80,000 116,000 
| 
80,000 125,000 
1936-39 500 2,000 8,000 25,000 100,000 
| 
100,000 150,000 
1939-42 650 2.500 10,000 30,000 120,000 








‘D—Skin test dose 


Various authors (Table 4) report negative 
Dick Tests from 72 percent to 92 percent for 


four to 15 years. 


These figures indicate a 


very effective immunity over the years. 





Table 3 
tedicks from 5 to 15 Years After Immunization 
(Subcutaneous Method) 
5 to 10 Years 13 to 15 Years 
No. Dick No. Dick Doubtful Percent Dick No. Dick No. Dick Doubtful Percent Dick 
Negative or Positive Negative Negative or Positive Negative 
43 7 86 25 R4 














and we have seen no report of diphtheria im- 
munization any higher for a similar period 


of time, as shown in Table 5 for some recent 


authors: 





Table 4 
Degree of Scarlet Fever Immunization 
Authors 7 Years Type of Antigen Percent Immunity 

Veldee and 7(a) 4 Modified toxin 80% 
associates 

Toomey 7(b) 5 Regular 72% 

Dicks’ 7(c) 12 Regular 92% 
Author 15 Regular 84% 








ADVERSE REACTIONS 


Adverse reactions constitute the bane of 
any immunization procedure and we know of 


none without some such undesirable features. 
In our experience we should place them as 
(1) small pox vaccination as the 


follows: 
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Table 5 
Degree of Diphtheria Immunization* | 
Years After Number Number Type Percent 

Authors 8 Immunization Cases Positive Antigen Negative 
Schwartz & 8(a) R-9 145 32 Toxoid 78 
Janney (1938) 
Benjamin, 8(b) 5-11 tS 50 Toxoid 85.1 
Fleming and 3 inj 
Ross (1940) 3-10 08 64 All types 79.2 
Schwarz (1941) S(c) 











worst and most consistent offender; (2) ty- 
phoid; (3) whooping cough and scarlet fev- 
er; (4) diphtheria-tetanus toxoid combined 
(alum pptd) ; (5) diphtheria toxoid; and (6) 
diphtheria toxoid-whooping cough vaccine 
(combined). 


In vaccination against small pox and ty- 
phoid we have come to expect reactions of 
some moment while in diphtheria we are 
surprised when they do appear. In Table 6 
we present a summary of reactions in 200) 
consecutive cases in ten years, 1926-1936. 





Table 6 
Reactions in Scarlet Fever Immunization 
Total Number Local General Severe 
Cases Local & General 
(inel. severe) 
Total Total 
Number Percent Number Percent Number Percent Number Percent 


200 | 19 9% 32 





16% 10 5% 61 30% 








All the above immunizations were done 
with the old toxin. The new improved toxin 
was not available until about January 1, 
1939, since then the incidence of reactions 
has been much reduced and we have had no 
severe reactions and only two or three of 
moderate severity have occurred, so that our 
percentage of reactions has been reduced to 
about ten percent including one percent 
moderate and the severe to nil. Some authors 
report reactions in only ten percent of pa- 
tients and we have no satisfactory explana- 
tion for our higher rate of reaction, but are 
pleased with our reduction to the average 
generally reported. 

We have noted certain characteristics of 
these moderate or severe reactions that are 
peculiar to scarlet fever immunization. The 
vomiting may become retching to disappear 
shortly. The depression may be lethargic in 
type, the same as in the disease, but for only 
a few hours after which it clears promptly. 


The fever may rise to 104 to decline short 
to normal. This occasional intensity of r 
action is peculiar, being due of course to 
great sensitivity to the toxin and is at tim 
alarming to the parents and disturbing to 
the attending physician. In our experien 
no ill effects have resulted. We have pre\ 
ously pointed out the possibility of poor i 
munization results in those who have h: 
bad reactions and we then “concluded th 
the more severe the reaction probably t! 
poorer and more ephemeral will be the in 
munity.””” 

Whenever reactions occur the next dose « 
toxin should be reduced according to tl 
severity of symptoms encountered and it ma 
occasionally be necessary to give more tha 
the usual five injections. Some authors fe: 
that a large, strongly positive Dick test in 
dicates directly, in addition to little or n 
immunity, one’s cellular sensitivity to th: 
toxin ; hence they give smaller doses, at leas! 
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at first, until such predisposifion has been 
shown to be absent. In our experience, ex- 
cet for this intensity of reaction that occurs 
in about one percent or less of cases, the 
reactions in scarlet fever, immunization are 
much over-rated and do not occur as fre- 
juently or as severely as in small pox, and, 
f course, the intensity aspect is not to be 
‘ompared to small pox vaccination encephali- 
is. 
Too MANY INJECTIONS 

The five injections recommended for the 
egular immunization are one or two more 
han for any other such procedure. The 
ingle dose immunization is highly desirable, 
ut small pox remains the only successful 
ingle-visit antigen. If too few injections of 
ny antigen are given, even tho proper! 
paced, a low or insufficient antitoxic titer 
esults which is of short duration. The poor 
esults of one shot alum precipitated toxoid 
ave become apparent in recent years, anc 
ikewise the old diphtheria toxin-antitoxin 
was found to be quite inadequate. The ef- 
ectiveness, present or future, of any im- 
munization procedure should not be sacrificed 
upon the alter of an insufficient number of 
injections. The works of Veldee and associ- 
ates’ offers some promise. They are using a 
modified antigen and employing three injec 
tions. Methods of immunization other than 
hypodermic injection for scarlet fever are 
in our opinion, quite inferior as shown by 
our report.’ 

THE Dick TEST 

The Dick test in our hands, when the prop- 
er precautions are observed, is just as re- 
liable as the Schick test. In our opinion, 
much of the criticism against the test may 
be due to unfamiliarity with it by those who 
use it only occasionally. It must be kept in 
mind that the interpretation of the Dick test 
is quite different from that of the very fa- 
miliar Schick test, for, as the Dicks® so ably 
state, “The commonest error of all is inter- 
preting positive reactions as negative. The 
tendancy to regard slightly or even moder- 
ately positive reactions as negative is due to 
familiarity with the Schick test, which is 
usually interpreted as negative unless there 
is induration. Skin reactions with Scarlet 
fever toxin are never indurated. They should 
be observed in bright light between 20 to 
24 hours after the injection. Observations 
earlier than 18 hours or more than 24 hours 
ire not reliable. The slightest flush or red- 
dening, no matter how faint the color, con- 
stitutes a positive reaction if it measures as 
much as 10 mm. in any diameter. The color 
nay be blanched by stretching the skin.” 

Whenever a Dick test is positive in an 
ider child or adult, a control should always 
used. Our procedure is to do the test and, 
f positive, repeat the test along with the 
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control. This procedure affords a double 
check. Contrary to the Dick’s findings that 
a positive Dick test is “never indurated,” we 
found induration in about 15 percent of all 
positives and severer reactions (vesicle for- 
mation, painful edema, etc.) in one or two 
percent. 
REMARKS 

We have used the regular Dicks’ subcu- 
taneous method of immunization for over 15 
years. From 1937 thru 1939 we largely used 
(on 59 cases) the intranasal spray method, 
but concluded it was rather inadequate and 
adopted the injection method. Also begin- 
ning in 1939, the improved toxin, made by a 
different method and containing less than 
one-sixth as much protein as the old, became 
available generally and with this material 
we have had a definite reduction in both the 
number of reactions (to ten percent) and in 
the severity (to less than one percent). We 
are pleased with the lack of known scarlet 
fever among those immunized by us. We 
place much reliance in the Dick test and use 
it frequently. While we recognize defects 
and imperfections in the immunization and 
the Dick test, we are trying to improve these 
by individual study and use. We are im- 
pelled to believe, from our experience and 
that of other authors, that scarlet fever im- 
munization is as successful in its first 15 
years as diphtheria immunization in nearly 
twice that period of time. 

CONCLUSIONS 

1. Scarlet fever immunization by the 
Dicks’ subcutaneous injection method is 
quite effective and relatively safe. 

2. The Dick test is quite dependable but 
its technical requirements are very exacting. 
It should not be used by the novice. 
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DISCUSSION 


J. T. BELL, M.D. 
OKLAHOMA CITY, OKLAHOMA 

There has been, and still is, a difference of 
opinion regarding the use of scarlet fever 
toxin for active immunization of children 
against scarlet fever. This procedure has 
not been as favorably received as diphtheria 
immunization has been, primarily because of 
the number of doses necessary for protection 
and because of the number of severe reac- 
tions which appear after one or more of the 
toxin injections. 

However, as Dr. Graham‘s work demon- 
strated—that with refinement in the toxin 
has been a decrease in the proportion and 
severity of reactions. So now the question 
of which is worse—the risk of a reaction fol- 
lowing inoculation with the Dick toxin, or 
the risk of contracting scarlet fever, can 
definitely be answered. It can be stated with 
certainty, that the incidence of scarlet fever 
is markedly less among inoculated persons 
than the non-inoculated. So I believe we can 
safeiy draw the conclusion that the reactions 
following the use of the new Dick toxin, 
should not influence our judgment against 
scarlet fever immunization. 


At the present time we have another angk 
to consider, and that is the virulence of the 
present day type of scarlet fever organism 
namely the mild type of scarlet fever that 
we have to deal with. I believe that all wil 
agree that there has been a marked decreas: 
in the virulence of the scarlet fever organism 
and for the past ten years we see fewer and 
fewer cases of the severe type of scarlei 
fever. 

The Oklahoma reports on morbidity an 
mortality bear this fact out. 

In 1931, there were reported 1490 cases 
with 37 deaths. Since that time there ha: 
been a progessive decline, except 1936 wher 
there were 1160 cases reported with 41 
deaths, to 1941 when 859 cases were reported 
with five death. We cannot conclude, how- 
ever, that this present trend will continue in 
Oklahoma, and in view of the shifting popu- 
lation that we now have—as compared to a 
previously relatively stable population—it 
seems doubtful that this trend will continue. 

To the general practitioner and the pedi- 
atrician, the question of induced immunity is 
a difficult one. I believe there can be no 
doubt as to the value and desirability of 
scarlet fever immunizations; but, at the pres- 
ent time, the necessity for it cannot be re- 
garded as of the same order as protection 
against diphtheria and smallpox. 

I think the medical profession owes Dr. 
Graham a vote of thanks and gratitude for 
his splendid work on this subject. 





PLASTIC and GENERAL SURGERY 
Dr. Curt von Wedel 
Dr. J. E. Highland 


TRAUMATIC and INDUSTRIAL 
SURGERY 


Dr. Clarence A. Gallagher 





VON WEDEL CLINIC 


Vos MEDC: Corme 





610 Northwest Ninth Street 


Opposite St. Anthony’s Hospital 


Oklahoma City 


INTERNAL MEDICINE and DIAGNOSIS 


Dr. Harry A. Daniels 


Special attention to cardiac and gastro 
intestinal diseases 


Complete laboratory and X-ray facilities 
Electrocardiograph 
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° THE PRESIDENTS PAGE °* 














The demands being placed upon the medical profession during the present emergency 
must be given keen attention by organized medicine. Both State and County Medical As- 
sociations must take stock of their present medical personnel and the reserves that 
might be called up in the way of retired physicians and nurses. 


The present emergency is and will continue to present a shifting population problem 
whose health must be given first consideration. 


Small communities must continue to have medical attention for their inhabitants 
and yet the congregation in defense and war production areas of populations far in ex- 
cess of the usual population will call for additional physicians for that area or well or- 
ganized medical care by and through the members of the county society, acting individu- 
ally and collectively. 


Consider the problem analytically. There are ten cities of fifteen hundred population 
with one or two physicians. A hundred and fifty people move from these cities. This 
number leaving is not sufficient to warrant the removal of any of the medical personnel 
of that particular community. Now, assume that the hundred and fifty people from the 
ten cities all move into the defense areas of Oklahoma, Tulsa and Muskogee counties and 
you have a concentration of fifteen hundred people which must be rendered medical care. 


These problems are the responsibilities of the medical profession, the same as the 
production of steel, rubber and all raw materials are the problems of their respective in- 
dustries. Government aid is also being given the profession the same as industry through 
the Procurement and Assignment Service. 


The problems of medical care must be solved and it will only be through the efforts 
of the county societies that it will be accomplished. 


I urge the county societies to meet each month and take up this urgent condition 
as the first and only order of business. 


Ask yourself, “What is my county society doing?” 


Sincerely yours, 





President. 
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° EDITORIALS ° 
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COMA AND LUNG ABSCESS 

The Comatose patient presents serious 
therapeutic problems, but modern knowledge 
of physiology, pharmacology and anesthesia 
has contributed much toward the solution of 
these problems. In spite of increased knowl- 
edge and skill in the management of Coma, 
too little attention is given to the respiratory 
hazards. The skill of the Bronchoscopist 
and the trained Anesthetist with their me- 
chanical aids to respiratory therapy is often 
urgently needed. 

Greene’ has significantly said, “The char- 
acter and usually fatal complications of the 
comatose state (whether the coma is due to 
alcohol, morphine, ether, cerebral hemor- 
rhage, or pneumonia,) if the coma is deep 
and lasts more than a few hours, are pul- 
monary edema and pulmonary infection. 
The factors which favor their appearance 
are so many that in any individual case it 
is difficult to single out a specific cause. Us- 
ually the pulmonary edema and infection are 
the result of the interaction of several patho- 
logical processes. Chief among these causes 
are: Aspiration, Partial respiratory obstruc- 
tion, Generalized tissue edema, Shock, Anox- 
ia and Primary pulmonary infection.” 

In profound Coma regardless of the cause, 
the chief danger arises through the absence 
of the cough reflex and the unopposed aspira- 
tion of infectious material. The frequent 
occurrence of aspiration pneumonia and 
lung abscess following tonsillectomy, extrac- 
tion of teeth and other operations about the 
mouth and nasopharynx is a matter of com- 
mon knowledge. This is chiefly due to the 
fact that the cough reflex, which stands 
guard between the trachea and the pharynx, 
is depressed or oblitered by anesthesia. It 
should be remembered that the same hazards 
immediately arise in every case of coma. The 
General Practitioner who first makes contact 
with casualty cases, unconscious from tra- 
uma of the central nervous system or as- 
phyxiation from various anesthetic gases, 
should bear in mind the fact that the laryn- 
geal “watchdog” is off guard and that the 
gravity run of pharyngeal infection is not 
only unopposed but expedited by the suction 
of negative intrapulmonary pressure. Often 
the latter is increased by obstructive factors 
resulting from marked muscular relaxation 
leading to retrocession of the tongue, close 
approximation of the vocal cords and pharyn- 
geal walls and soon the further narrowing 
of the respiratory channels by the edema 
which accompanies anoxia, and the increased 
suction due to obstruction. 


When the physician first reaches a case o 
profound coma he should give prompt at 
tention to the danger of aspiration of in 
fectious material and try to obviate the sam: 
by favorable posture and detailed attentio: 
to the task of clearing the mouth and naso 
pharynx of accumulated material and keep 
ing the airways open. Considering this tas! 
plus attention to the other possibilities liste: 
by Greene’ it is obvious that the attending 
physician carries a heavy responsibility. I! 
he is wise he will employ all available pre- 
ventive means and in cases not promptly 
responding to treatment he will seek the aid 
of the bronchoscopist or possibly the ane- 
thetist. If coma is due to trauma of the cen- 
tral nervous system the Neuro-surgeon may 
be of great assistance. The bronchoscopi 
dislodgment of mucous plugs or other ma- 
terials obstructing the airways may prevent 
pneumonia and abscess through the removal! 
of infectious material and the preservation 
of general and locai resistance by clearing 
the way for adequate oxygenation. In some 
cases the retention of an endotracheal tube 
may be essential. This reduces the inhala- 
tion of accumulated secretions, keeps the air 
way open and makes it easy to remove 
bronchial secretions by suction through a 
bronchial catheter. Only the experienced 
bronchoscopist or the anesthetist with mod 
ern training should be entrusted with the 
intratracheal tube, as the introduction and 
retention of the same, without skill and 
sound judgment, may lead to serious conse 
quences. In addition to the aspiration infec 
tion, each of the pathological conditions men 
tioned by Greene,’ and quoted above present 
its own therapeutic, pharmacological, an 
atomical and physiological problems, requi) 
ing careful discrimination for intelligen 
solution and occasionally highly technica 
therapeutic measures. All of the above men 
tioned factors are important because of the! 
inter-relationship in the causation of th 
major pathology. 

The physician who lacks initiative and e1 
thusiasm in connection with the above re 
commendations should carefully consider th 
high mortality obtaining in the broncho pu! 
monary infections due to aspiration, an 
make sure he is doing all he can to achiev: 
better results. In this connection the use o! 
morphine in the treatment of shock shoul: 
be carefully guarded. The danger of pul 
monary infections may be greatly increased 
by the too free administration of morphine. 


1. Greene, Barnett A.: Recent Advances in the Care of th 
Comatose Patient. Annals of Internal Medicine, 1942, XVI, 727 

















JOURNAL OF THE OKLAHOMA STATE MepiIcaL ASSOCIATION 343 


MANY TIMES THEIR WEIGHT IN GOLD 


Under “current comment,” the Journal of 
The American Medical Association, July 11, 
sounds a warning against the theft of nar- 
cotics and urges all physicians, hospitals and 
clinics to safeguard the stock now on hand. 

Attention is called to the fact that the 
United States is cut off from the sources of 
supply because of the war and that smuggl- 
ng is virtually at an end, and the demand 
for illicit traffic must be met by theft. The 
iecessity for accelerated vigilence is pointed 
ut and it is suggested that all active sup- 
lies be closely guarded and all reserve sup- 
lies be secreted, under lock and key. 

The Bureau of Narcotics considers these 
lrugs “critical and strategical war materi- 
us” and because of urgent need for the relief 
f pain in the armed forces, replacement of 
stolen supplies for civilian needs ultimately 
nay be impossible. 

This important warning closes with the 
following statement, “Thefts should be 
promptly reported to the narcotic district 
supervisor having jurisdiction.” 


PROGRESS IN PEDIATRICS 


In this issue of the Journal there are two 
scientific articles which justify the above 
title. One deals with induced immunity by 
Vaccination and the other with Chemother- 
apy in a case of influenzal Meningitis. 

In no other field has preventive medicine 
approached the rapid strides made in pedi- 
atrics. Lest we forget, attention is called to 
a significant discourse by Dr. Henry A. 
Christian' containing this startling state- 
ment. “Perhaps after all, a very complete 
success of preventive medicine may not be a 
complete blessing.” Dr. Christian points out 
the fact that the recurrence of an infectious 
disease in a race, or a community, confers 
an acquired immunity which will be lost 
when the disease fails to recur — Even 
though adequate immunity is conferred by 
vaccination, the implication is, that we may 
develop a sense of false security and relax 
our vigilence only to witness the return of 
infectious maladies in malignant form. Ob- 
viously this might happen to an unsuspect- 
ing, unprotected generation. 

Therapeutic advances in this field are al- 
most if not quite as remarkable—The advent 
of the sulfonamides in the treatment of the 
acute respiratory infections as well as many 
other infectious conditions has greatly aug- 
mented the therapeutic score. 

The most potent factor in the advancement 
in child welfare is the educational program 
vhich has resulted in the close cooperation 
»vetween the pediatritician and the mother in 
the childs behalf. The pediatrician has had 
the basic wisdom to see that the psychologi- 





cal inoculation of the mother is fully as im- 
portant as induced immunization in the child. 
Again we must give credit to the art as well 
as the science of medicine. Before leaving 
this subject it is interesting to note that Vol- 
taire was influential in introducing Jenner’s 
method of Vaccination in France and it may 
be said that Benjamin Franklin and Thomas 
Jefferson should have credit for exerting a 
similar influence in America. 

The following significant statement came 
from Franklin’s pen approximately one 
hundred years ago. 

“In 1736 I lost one of my sons, a fine boy 
four years old, by the smallpox, taken in 
the common way. I long regretted bitterly, 
and still regret that I had not given it to 
him by inoculation. This I mention for the 
sake of parents who omit that operation on 
the supposition that they should never for- 
give themselves if a child died under it, my 
example showing that regret may be the 
same either way, and that, therefore, the 
safer should be chosen.” 


1 Dr. Henry A. Christian, Annals of Internal Medicine, Vo 
12, Page 1506, March, 1939 





THE NATIONAL PHYSICIANS 
COMMITTEE 


It is the purpose of this Committee to see 
that Medicine in America continues to be 
American Medicine. 

Those who appreciate present social and 
policital trends know that this Committee 
has a difficult task and that the successful 
performance of this task will depend upon 
the cooperation of the individual members of 
the Medical profession. 

For the benefit of those who may not un- 
derstand the relationship of this Committee 
to the American Medical Association, and for 
that reason may hesitate to lend their full 
support, attention is called to the fact that 
the Committee received the approval, com- 
mendation and support of the A. M. A. House 
of Delegates at the recent Atlantic City 
Meeting. 

In addition to financial and moral support 
every doctor should forward the purposes of 
this Committee by his daily conduct and by 
taking advantage of every opportunity to 
instruct the average citizen in the principles 
of American Medicine, in the relationship of 
patient to doctor, in the freedom of choice 
and independence of action. 

Thus the community doctor can wield a 
powerful influence. He should marshall his 
forces and employ his influence for the elec- 
tion of the candidates who have committed 
themselves to the task of preserving the 
fundamental principles of American Medi- 
cine, in order that the public may continue to 
have the full benefit of what medicine has 
to offer. 
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PUBLIC WELFARE COMMISSION TO 
PAY FOR PHYSICAL EXAMINATION 
OF AID TO DEPENDENT 
CHILDREN APPLICANTS 


The State Medical Association has been advised by 
Mr. Jess Harper, Director of the Public Welfare Com- 
mission, that beginning August 15, physicians will be 
paid a fee for the examination of applicants seeking 
assistance from the Aid to Dependent Children’s Fund 
when such applicants are applying for reason of physical 
or mental incapacity. 

The program worked out in cooperation with the 
Medical Advisory Committee to the department calls for 
the payment of a $3.00 fee for original examinations 
and $2.00 for subsequent re-examinations. Laboratory 
work will also be paid for when requested by the 
Medical Advisory Committee. The schedule of laboratory 
fees will be announced later. 

Mr. Harper, in making the announcement, stated that 
applicants would at all times use their family physicians 
or the physician of their own choosing if they did not 
have a family physician. Mr. Harper also stressed the 
fact that arrangements for the examinations would be 
made through the County representative of the Welfare 
Department in such a manner as to cause the least possi- 
ble disturbance in the individual physicians office time. 

Full details of the program will be sent to all phy- 
sicians as soon as possible. 

The announcement as made by Mr. Harper also pointed 
out that the recommendations came from the Medical 
Advisory Committee and was adopted by the Commission 
in order to secure more complete examinations of the 
applicants by physicians where by in return, a more 
definite decision could be obtained as to whether the 
applicant was entitled to assistance. 

It is believed that the new examination forms and 
payment of an examination fee will save many thousands 
of dollars for Oklahoma tax payers. 

Members of the Medical Advisory Committee are: 
C. R. Rountree, M.D.; Walker Morledge, M.D.; A. R. 
Sugg, M.D.; Clinton Gallagher, M.D.; R. M. Shepard, 
M.D., and Moorman Prosser, M.D. 


POSTGRADUATE COMMITTEE OPENS 
THIRD CIRCUIT IN INTERNAL 
MEDICINE 


The postgraduate course in internal medicine has been 
a distinct success. Dr. L. W. Hunt, instructor, has 
proved to be a capable lecturer and demonstrator as 
well as a most practical and helpful consultant. 

Detailed plans have been completed for lectures to 
the laity by Dr. Hunt. Officers of county medical 
societies and County Health Directors are urged to utilize 
these lay lectures among study and civic clubs and other 
groups wherever possible. 

Postgraduate instruction has now been completed in 
ten teaching centers, as follows: 


Cireuit I Cireuit II 


Bartlesville 28 Ada 22 
Miami 22 Durant 20 
Pryor 15 Hugo 10 
Vinita 12 Idabel 16 
Claremore s Sulphur S 


Total 85 Total 70 


Total number of physicians enrolled for two circuit 
155. 

The third circuit of five teaching centers will open ir 
Muskogee, Okmulgee, Tahlequah, McAlester and Poteau 
the week of August 3. Total enrollments for thes 
centers thus far are 73. Indications are that others wil! 
enroll during the first and second weeks of the course 
This circuit will also include a teaching center at Cam) 
Gruber where from 50 to 100 Medical Officers will attend 

The entrance into military service of so many physic 
ians has inereased the burden on those remaining. They 
are all too busy to leave their practice for postgraduat: 
study away from home, but find our program very 
convenient and of great aid. 

The Associated State Postgraduate Committees, in 
their deliberations this year at Atlantic City, met with 
the Council on Industrial Health of the American Medi 
eal Association. The latter suggested that the various 
states and agencies sponsoring postgraduate instruction 
under the extension plan consider including industrial 
medicine and surgery in their programs during the wat 
period. This is necessitated by the rapid expansion of 
defense industry in smaller communities, which will re 
quire larger numbers of physicians adequately trained 
in industrial health. Incidentally, it should be known 
by the physicians of our state that Dr. Henry H. Turner, 
Chairman of our Oklahoma Postgraduate Committee, was 
elected Chairman of the National Associated State Post 
graduate Committees this year. 


SOUTHERN MEDICAL MEETING 
TO BE HELD 


The Executive Committee of the Southern Medical 
Association, following its May 15 meeting in Richmond, 
Virginia, has announced that the 1942 meeting will bh 
held November 10, 11 and 12. 

Changes made in this year’s program cut the number 
of days from four to three. The twenty one sections 
will conclude their programs in two days instead of 
three and the time alloted for the presentation of 
papers will be cut from twenty minutes to fifteen, with 
discussion reduced to three minutes instead of five. 

The first day, Tuesday, will be Richmond Day and 
will be a series of clinical presentations by Richmond 
physicians. The sections of the Association will ther 
convene the following two days. 

The Executive Committee and officers of Souther: 
Medical Association should have the wholehearted su; 
port of Oklahoma physicians in their determination t 
keep this outstanding scientific assembly available f« 
continued postgraduate study particularly when the nee: 
is as great as it is in the present emergency. 

Every Oklahoma physician who believes that he ma 
be in a position to attend should make his reservatior 
at once. 

The Hotel John Marshall has been designated a 
headquarters. 


MARRIAGE OF DR. WILLIAM L. TAYLOR, 
HOLDENVILLE, ANNOUNCED 

The announcement of the marriage of Dr. W. L 
‘*Bill’’ Taylor of Holdenville, was made to the offic 
by the appearance of the bride and groom returnin; 
from their honeymoon in Texas. 

Since we had not been fore-warned of the approachin 
event, we were a little excited and neglected to find out 
Mrs. Taylor’s maiden name. 

We sincerely hope that the new duties of the hom: 
will not prevent Dr. Taylor from continuing to be th 
first to register for both, The Annual Meeting and ‘' 
Oklahoma City Clinical Society. 
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View of Bassinets where Polyclinic Babies Get Of to Good Start 


CHEERFUL NURSERY IS 
AIR CONDITIONED 


Polyclinic’s nursery is a delightful place. It is refreshingly air 
conditioned from a central plant, which assures reliable tempera- 
ture and humidity control. Fretfulness caused by heat discomfort 
is unknown here. Isolation technique is maintained for each bas- 


sinet. 


Equipment is such as to assure absolute purity and cleanliness. 
The closest attention is paid to nursing care and proper feeding. 
In every detail adequate attention for the newly born infant is 


POLYCLINIC HOSPITAL 


MARVIN E. STOUT, M.D. 
Owner 
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FIFTH ANNUAL EXHIBITION AMERICAN 
PHYSICIANS’ ART ASSOCIATION 


New Officers 


a Samuel Gellert, M.D. 
Vice-President ...............---.. vcsnincenmescnnmnenmn tn RMOGE, Males 
Secretary-Treasurer .........................-.-- F. H. Redewill, M.D. 


The fifth annual exhibition of the American Physic 
ians’ Art Association was held June 8-12, 1942, at At- 
lantic City, N. J., in Convention Hall, under the same 
roof with the American Medical Association. 

This exhibition was enthusiastically acclaimed the most 
attractive one of the entire convention, as evidenced by 
the fact that the 40’ x 60’ room was filled with visitors 
at all times. There were 350 original art works, a large 
number considering war time. Seventy-three prizes were 
awarded, so that every contestant felt that he had a 
chance to win an award, especially since the prizes were 
divided into four classes, according to the length of time 
the artist had been working: Class A, over eight years; 
Class B, three to eight years; Class C, eight months to 
three years; Class D, under eight months. 

Under the new rules, no artist may receive more than 
one award in one year. No private or commercial prizes 
are permitted, all prizes being the Association’s. 

One of the interesting developments of the exhibition 
was that physicians returned again and again, bring ging 
along friends and families. In many instances, doctors’ 
wives brought the doctors. The estimated attendance 
was 15,000, and it is doubtful that a single visitor to 
the Convention missed viewing the art exhibit. 

The annual banquet was attended by 130 members and 
friends of the Association, this number being many times 
larger than at previous meetings. A feature of the 
banquet was an illustrated talk by Mr. Fred Weber on 
‘*Newer Technic of Painting.’’ 

Many former members of the American Physicians’ 
Art Association rejoined, and over 200 new members 
were enrolled. It is not obligatory for a physician to 
be an artist; he may join either in hope, or simply 
because he appreciates art and wishes to encourage the 
physicians’ art movement. 

Mead Johnson & Company’s ambition to make the 
American Physicians’ Art Association self-sustaining will 
probably be attained when the membership reaches 1,000. 
The outstanding success of the 1942 exhibition has as 
sured a firm foundation and augurs well for the future. 

OKLAHOMA SURGEONS ENTERTAIN 
VISITING GUESTS 


An interesting program was recently conducted in 
Oklahoma City for visiting surgeons from Minneapolis, 
Omaha, Kansas City, Wichita, Dallas, Little Rock, Fort 
Worth and Los Angeles. 

Radical resections of the terminal bowel were done 
in two cases of complicated malignancies and a new 
technique was demonstrated for operating on atresia 
ani vaginalis infants. 

Those participating in the program were Dr. Hugh 
Jeter, Dr. Harry Wilkins, Dr. Neil Woodward and Dr. 
R. L. Murdoch. 

The visiting surgeons were entertained by a_ buffet 
supper given by the Doctors Dinner Club. 








MORE OKLAHOMA PHYSICIANS IN 
ARMED SERVICES 


The Journal will attempt to keep its Roster of Ok! 
homa physicians serving in the Military Forces accurately 
to date. Since the last list published, the following have 
been granted commissions in the Armed Forces. 


ALFALFA 
ER er Cherokee 
CARTER 
ET See Healdton 
I a enteral 4rdmore 
CHEROKEE 


eee Tahlequah 


State Mepicat ASSOCIATION 


CUSTER 
TISDAL, WILLIAM ©. . 
WOOD, J. GUILD ....... ‘ 
GARFIELD 
MERCER, J. WENDELL ................-. 
NEWELL, W. B., JR. cccce-sssecccecsssoseee 
HUGHES 
MUNAL, JOHN  2.cccccseccsccccsn---- 
KAY 
HARMS, EDWIN M. 
KREGER, 
NEAL, L. 
McINTOSH 
STONER, RAYMOND W., 
MUSKOGEE 
DORW ART, F. ¢ ; 
NEELY, SHADE 
SANDERS, H. U. 
NOBLE 
EVANS, A. M. 
OKLAHOMA 
ALL EN, GEORGE T 
BARB, 


BATTE NFIE L D, JOHN Y. 
BEDNAR, GERALD 
CHAFFIN, ZALE 

FRYER, SAM R. ....... 
MESSINGER, R. P. . 
SNOW, J. B. ini 
OKMULGEE 


COTTERAL, J. R. anual 
PAYNE 
MARTIN, JAS. D. .... 
PITTSBURG 


BARTHELD, FLOYD T 
MILLS, C. K. . 
_ STEPHENS 
WATERS, CLAUDE B. 
TULSA 

BEST, RALPH L. . 
BRANLEY, B. L. .... 
EDWARDS, JOHN 
KORNBLEE, A. T. ..... 
ly A ff 
MUNDING, L. A. .... 
PORTER, H. H. . 
SWANSON, K. F. 

WASHINGTON 
GENTRY, RAYMOND C 
RUCKER, RALPH W. . 
WOODWARD 
RUTHERFORD, V. M. 





Clinto 
W eatherfor 


ieincsheabiteiatieiieadanaialel Eni 
sicletiainebelealnmenintaiiad Eni 


Holdenvill 
Blackwe 
Tonkaw: 
Ponca Cit 
Checota 
Muskoage 
..Muskoge 
Muskoage 
Per 


1200 N. Walke 
318 8S. W. 25th St 


State Health Dep t 
Medical Arts Blda 


Municipal Bldg 
119 N. W. Sth St 
S07 N. W. 23rd St 
1200 N. Walke 
Henryett 


Cushin 


McAleste 
-McAleste 


Dunca 


Medical Arts Bld 
Medical Arts Bla; 
Medical Arts Blda 


..1307 8S. Mai 


Me dical Arts Blas 
Medical Arts Blda 
Medical Arts Bld¢ 


Springer Clini 


Bartlesvill 
Bartlesi ill 


W oodwar: 


The following physicians, not | members of the Associ: 
tion, have also been called to the Military Forces. 


ADDO 

ELLIS 
SMITH, JOSEPH JAMES ... , 
LeFLORE 


WILLIAMS, CLAUDE 


KLEIN, JACOB E. 
“OKLAHOMA 
ARCHER, GEORGE P. 
BEATTIE, JAMES ae a. 
BROWN, SPENCER H. ... 
HARTFORD, WALTER K. . 
MACKEY, ABNER ........... 
MORGAN, VANCE .......... 
READ, WILLIAM TOLBE RT 
WINKELMAN, GEORGE WM. 
PAYNE 
HAWLEY, HUGH HZ. .............. 


TULSA 
HOOVER, WILKIE D. ................-.....- 


.Anadari 
Shattuc 
..Talihin 


....Oklahoma Cit 
..Oklahoma Cit 
..----Oklahoma Cit 
...---Oklahoma Cit 
...-Oklahoma Cit 
..Oklahoma Cit 
....Oklahoma Cii 
...Oklahoma Cit 


Saillwate 


cccccececcenccceccocccccs Tulse 





Employ your time improving yourself by other men’s 
So shall you come easily by what other 


documents: 
have labored hard for.—Socrates. 
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MEDICAL PREPAREDNESS 
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Medicine and the War 


CONSERVATION OF MEDICAL SUPPLIES 


The medical profession and hospitals of the country 
st practice the most severe economy possible in the 
of supplies containing materials essential to the 

ec nduect of the war. Rubber, metals, fixed equipment, 
« emicals and drugs must be conserved to the utmost 
t make the supply last for the duration of the war. 
hk ibber gloves, when torn, should be patched; rubber 
d ainage material should be resterialized and used again. 
Alhesive plaster contains rubber. Two pieces should 
nt be used when one will suffice. Better, yet, none at 
a’! should be used if a cotton bandage will be an ade 
quate substitute. Unnecessarily large dressings should 
b avoided. Catgut must be conserved. Aleohol and 
other chemicals should be used as sparingly as possible. 
it is expected that hospital supplies will be available 

in sufficient amount to meet the need of civilian patients, 


but only if those needs are reduced to a minimum. 
Enormus quantities must be supplied to the military 
hospitals and to our allies, despite the fact that the 
materials from which most of the articles are made are 
in demand for other purposes. Waste, however slight, 
must be serupulously avoided. 

This program has the endorsement of the Health Sup 
plies Branch of the War Production Board 
Committee on Drugs and Medical Supplies 

W. W. Palmer, Chairman; Perrin H. Long, Vice Chair 

man; Morris Fishbein, Evarts A. Graham (ex officio), 

Ernest E. Irons, E. F. Kelly, George W. Merck, O. H. 

Perry Pepper (ex officio), John G. Searle. 
Subcommittee on Hospital and Surgical Supplies. 

Evarts A. Graham, Chairman; C. W. Munger, Mont R. 

Reid, Edward J. Sovatkin, G. W. Wallerich. 


PROCUREMENT AND ASSIGNMENT SERVICE FOR PHYSICIANS 
DENTISTS AND VETERINARIANS* 


QUESTIONS FREQUENTLY ASKED WITH ANSWERS 
OFFICIALLY RELEASED BY THE BOARD 
FRANK H. LAHEY, CHAIRMAN 


GRADUATES OF FOREIGN MEDICAL SCHOOLS 


|. Q. What can a graduate of a foreign medical school 
(aged 33, citizen) do to obtain a commission in some branch 
of the defense effort? What can he do to avoid being drafted 
as a private? 


\ If such a man is willing to be dislocated for war effort, 
his best opportunity would be in industrial medicine and sur- 
gery or in some of the areas in which the department of 
public health is seeking to locate physicians. He might be 
able to obtain a commission with the Army if he complies 
with the recently formulated conditions for class B. medical 
school graduates. 


MEN OVER 45—OVER 60 
2 . What is the program for men of 60 years of age? 
For those between 45 and 60? 


A. Men over 60 will be best utilized to take up the ad- 
ditional local load caused by the departure of younger men. 
hose between 45 and 60 would serve in this same fashion 
except in instances of specialists whose training makes them 
particularly desirable for the Army and who can obtain 
commissions granted for these special purposes. 


OFFICE LEASES AND OTHER OBLIGATIONS 


3. Q. What happens to office leases? Payments on in- 
stalment purchases. H. O. L. C. obligations? 


\. The Soldiers’ and Sailors’ Civil Relief Act has been 
enacted by Congress to free persons in military service from 
harassment and injury to their civil rights during their terms 
of service and thus to enable them to devote their entire 
energy to the defense needs of the nation. The present law, 
however, does not apply to office leases; it applies to leases 
o! property used for household purposes. Pending legislation 
d provide a method by which office leases may be can- 
celed. Protection is afforded in the case of instalment con- 
trects, mortgages, insurance premiums, taxes and the like 
I law does not relieve you from liability but prevents the 
en orcement, to your detriment, of the terms of your agree- 
meat while you are in service. A detailed outline of the 


Taken from The Journal of A .M. A., Volume 119, Number 
14, August 1, 1942, Page 1113. 


present law was published in The Journal of The Oklahoma 
State Medica! Association, February, 1942, page 75 The 
pending legislation, which has already passed the House of 
Representatives, will further safeguard the civil rights of 
persons in military service. 


SELECTED APPOINTMENTS 


4. Q. Can one select service under a certain doctor? 


A No, but one may ask for service in a certain outfit 
and will have to run his chances of getting it 


CALLED BY SELECTIVE SERVICE 


5. Q. What happens if a man has given his name to 
“Procurement and Assignment” and his name is drawn by 
the draft but he has not been called by Procurement and 
Assignment? 

A. This man should appeal to his state Procurement and 
Assignment chairman to intervene on his behalf 


ENROLMENT AND ENLISTMENT 


6. Q. Is the word “enrolment” interpreted as an “en 
listment™ in the terms of the act? 
No. 


PLACES FOR SPECIALISTS 


7. Q. For this emergency you speak of, there are many 
of us between 37 and 45 who are willing to go at once if 
needed but are not certified with any board as specialists 
but are nevertheless capable. Should we then wait for the 
Procurement and Assignment service to place us? 

A. Procurement and Assignment cannot place men. Such 
men should request commissions, giving their professional 
qualifications, and they may ask that the state chairman otf 
Procurement and Assignment write a confirmatory letter for 
them. 


INTERNSHIPS OF TWO YEARS 
8. Q. What is the attitude toward the intern in hospitals 
where two years’ internship is regular appointment? 
. Deferment ior one year's internship is all that is al- 
lowed at the present time. 
RESIDENTS 


9. Q. What will be the disposition of residents in teach- 
ing hospitals connected with medical schools? 








A. Procurement and Assignment is making efforts to pre- 
serve enough residents in teaching hospitals to carry on the 
hospital service and to assure a continuing supply of special- 
ists. 


ESSENTIAL TEACHERS 


10. Q. I want to get into active military service, but 
my medical school where | am teaching says that | am 
necessary for that school. What shall | do? Will I be 
looked on as a shirker if | stay at home when my associates 
go and risk their lives? 

A. This man should stay home unless he can provide his 
medical school with some one capable of taking his place 
and thus be released as available. 


ASSISTANT TO A SURGEON 


yn. In what way does the Procurement Board evalu- 
ate one who has been assistant to a surgeon for eight years 
in his total practice? 

A. The Procurement Board would consider such a man 
suitable for service with a station hospital as assistant sur- 
geon or ward surgeon. 


ESSENTIAL ON HOSPITAL STAFF 


12. Q. On what basis do you call a man essential at a 
hospital. What yardstick do you use to call men essential 
to the hospital staff? What should the man who is 43 years 
of age and is on the essential list of a hospital do as to 
volunteering to the government service? 

A. Each hospital is supposed to make its own list of 
essential men, which is submitted to the state chairman of 


Procurement and Assignment If he agrees, they are con- 
sidered essential; if he does not, the hospital will be required 
to modify its list. Men on the essential list over 45 years 


of age should not volunteer except for highly special service. 


PHYSICAL QUALIFICATIONS OF MEDICAL STUDENTS 


13. Q. Should students who are not physically up to the 
army and navy standards be admitted to medical schools? 

A. Yes. Failure to meet physical standards should not 
exclude promising young persons from medical education. 
Furthermore, this type of student may be highly important 
im the next few years to carry on hospital and teaching 
work 
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OBSTETRICIANS 


14. Q. What should men doing obstetrics do? 

A. Men doing obstetrics should conform to the gener 
requirements of their age group laid down for the rest 
the profession. 


FAILURE OF PHYSICIANS TO APPLY FOR COMMISSION 


15. Q. If a doctor has been notified through Procur 
ment and Assignment service that he had been selected a 
to apply for a commission, is it compulsory that he ap; 
immediately? What if | don’t answer questionnaire and « 
rolment blanks? 

A. It is not compulsory. Certainly it is expected tt 
physicians will cooperate; if they fail to do so, they are r 
doing what they should to aid our nation in meeting our 
great emergency. 


LIMITED SERVICE 


16. Q. Do you wish applicants who have physical defecis 
but could work under limited strain? 

A. Yes, if they can meet the requirements for limited 
service 


SPECIALTY SERVICES 


17. Q. 1 had intended going into a specialty this su 
mer and have been taking postgraduate work in that direction 
with the intention of taking a residency in that specialty this 
summer. Is there any way in which | can possibly get into 
that specialty through the armed forces—such as taking 
courses or a residency in one of the government hospitals? 

A. If a man is commissioned in the Medical Corps of the 
Army he may request assignment to possitions where 
could pursue a specialty, but there is no obligation, of cour 
on the Medical Corps to meet his request 


WAIVERS OF PHYSICAL DEFECTS 

18. Q. If | have a physical defect and sign a statement 
to that effect in applying for a commission in the Army, 
| thereby waive any benefits to which I might be jusily 
entitled? 

By No The Statement or affidavit does not constitute 
a waiver of any benefits. It is merely an acknowledgemen 
of the existence of a physical disability which would, unless 
waived by the Army, preclude the granting of a commission 
to you. The statement you sign forms a basis of action by 
the Adjutant General's Office looking toward the waiver « 
your disability so that you may be accepted for military 
service. 
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Pause at the familiar red cooler for ice-cold Coca-Cola. Its life, sparkle 
and delicious taste will give you the real meaning of refreshment. 
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WOMEN'S AUXILIARY NEWS 








A 





Subscriptions to the ‘‘Bulletin,’’ the official publica- 
on of the Woman’s Auxiliary to the American Medical 
ssociation, have been ordered. The first issue of the 
cal year will be the Post-Convention number, which 
should be ready for distribution at this time. This 
riodical is published four times a year and not only 
ntains information and suggestions from our National 
fficers but also has many interesting articles about our 
ganization work in the forty other states which have 


auxiliaries. It is very beneficial in planning programs 
and furnishes many new ideas of ways to be of service 
to your community and to the medical profession. All 
county presidents, state officers and state committee 
chairmen receive their copies complimentary from the 
State Auxiliary. Please notify Mrs. James Stevenson, 
state secretary, if you have not received your Bulletin 
by September Ist. 


OKLAHOMA COUNTY 
OFFICERS AND COMMITTEE CHAIRMEN 


1942-1943 
0 Een ; .....Mrs. W. Floyd Keller.. 1213 Larchmont Lane, Oklahoma City 
President-Elect................. ......Mrs. G. E. Stanbro... ‘ ...220 Edgemere Court, Oklahoma City 
Vice-President............... jini ..--.-Mrs. Walker Morledge..... ...200 N. W. 18th St., Oklahoma City 
Recording Secretary...... aie ......Mrs. Allen G. Gibbs. 2321 N. W. 25th St., Oklahoma City 
Corresponding Secretary ee ene 423 N. E. 16th St., Oklahoma City 
Be I arresiecnsstccntcicatiinnennnes inion .......Mrs. Charles A. Smith 406 N. W. 22nd St., Oklahoma City 
Assistant Treasurer.......... wine ......Mrs. B. E. Mulvey 2632 N. W. 27th St., Oklahoma City 
Parliamentarian......................-.-.. .....Mrs. Neil Woodward.. 4301 Lincoln Blvd., Oklahoma City 
Press & Publicity..................... ....Mrs. J. Powers Wollff.. 2816 N. W. 21st St., Oklahoma City 
| ee ....Mrs. John F. Burton.. 1309 N. W. 19th St., Oklahoma City 
EER ve Mrs. Gerald Rogers 220 N. W. 32nd St., Oklahoma City 
Social Service........................... Mrs. R. Q. Goodwin O41 N. Hill St., Oklahoma City 
0 . Mrs. Harvey Randle. 413 W. Hill St., Oklahoma City 
Membership & Visiting........... : Mrs. J. H. Robinson... 836 N. W. 39th St., Oklahoma City 
Tranesportation...................--....0...--.......08re, Wm. L. Bosham 536 N. W. 40th St., Oklahoma City 
| eee brite — %) S| & | 217 N. W. 19th St., Oklahoma City 
TI ccenniniccniichienttigntinntninegnasenshenn .-....-Mrs. Jess D. Herrmann. . ---1147 N. W. 38th St., Oklahoma City 
Public Health & Relations.......................Mrs. Chas. R. Rountree 1215 Larchmont Lane, Oklahoma City 
ELA TE OEE ..----Mrs. M .M. Appleton..... 501 N. W. 35th St., Oklahoma City 
UU NT isiiccicensdiicnniensenseehenincte ‘i ..--Mrs. John H. Lamb......... 4323 N. Georgia St., Okalhoma City 
| Ee 869 le UlULhUL 248 N. W. 34th St., Oklahoma City 


Oklahoma County 


Under the leadership of Mrs. W. Floyd Keller, Okla- 
homa County is planning a very busy year. While a 
part of the membership, whose husbands are in the Ser- 
vice, will be away from home, there will be enough left 
to carry on the work of the auxiliary. The regular 
meetings do not start until October but the exectuive 
board and many of the committee chairmen will be 
busy during the summer months making plans for the 
winter. Mrs. Charles R. Rountree, chairman of Public 
Health and Relations, will also be the head of the war 
Work Committee. She and her committee will continue 
with the survey made last spring. This record will 
contain the information on all Red Cross and O. C. D. 
classes completed and the volunteer services given in 
the various phases of work of both organizations. 


Tulsa County 


Mrs. J. W. Childs, Tulsa County president, called an 
executive board meeting together in her home, 1616 8. 
Madison, on June 15. Mrs. Frank L. Flack, state 
president, was asked to meet with the board. Mrs Childs 

nounced that her organization was complete, with all 
committees appointed. Although there is no regular 
auxiliary meeting until October, many of the committees 

busy during the summer months planning their 
grams for the year. Mrs. C. C. Hoke, chairman of 

War Aid Committee, has started a survey of the 
jualifieations of all members. Each one is to report 
all Red Cross classes completed. Every member will be 

ed to keep a record of the number of hours of 


volunteer service they have contributed. This committee 
expects to complete the survey during the summer months 
but will keep it up to date by adding all classwork as 
it is finished. The Membership Committee, with Mrs. 
C. A. Pavy as chairman, are inviting all eligible doctor’s 
wives to become members. They expect to have all 
dues collected before the Year Books go to press in 
September. Under the direction of Mrs. D. W. Le 
Master, the Program Committee has met and discussed 
the work of their group. A Red Cross Nutrition Class 
has been meeting during the summer under the general 
supervision of one of the auxiliary members, Mrs. 1. H. 
Nelson. Classes will be started in any other phase of 
Red Cross work, if enough show interest to warrant it. 
Mrs. N. Stewart White and Mrs. Frank L. Flack have 
successfully passed the Instructor’s Course in First Aid 
but do not expect to be teaching before early fall. 





Classiped Advertisements 











FOR SALE: Phorometer and Ophthalmometer At 
tached to Oculist’s Chair, 40 Pair Trial Lens Set, New 
Project-O-Chart Complete, $650 Cash. Anyone interested 
should contact M. L. Whitney, M.D., Okemah, Oklahoma. 
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University of Oklahoma School 
of Medicine 











At the annual meeting of the Faculty of the Univer- 
sity of Oklahoma School of Medicine a Resolution was 
unanimously passed to the effect that the Faculty was 
in favor of accelerating the course in the School of 
Medicine and to take on additional duties. The recom- 
mendation of the Faculty was approved by the President 
of the University and the Board of Regents on June 1, 
1942. As soon as the Legislature meets in 1943 and the 
additional funds which are required are made available, 
the school will begin to operate upon an accelerated 
basis, three semesters per annum, begining June 1, 1943, 


The W. K. Kellogg Foundation has granted the sum 
of $10,000.00 for a loan and scholarship fund for stu- 
dents in the School of Medicine, and $4,000.00 for a loan 
and scholarship fund for students in the Schocl of 
Nursing. 

General Robert U. Patterson, Dean, addressed the stu- 
dents at the University of Texas School of Medicine at 
Galveston on June 5, on the subject ‘‘ Military Medi- 
cine’’. General Patterson attended the meeting of the 
American Medical Association in Atlantic City June 8, 
to June 12. 

Dr. Paul C. Colonna, Professor of Orthopaedic Sur- 
gery and Chief of the Orthopaedic Service in the Uni- 
versity and Crippled Children’s Hospitals has resigned 
his positions effective August 1, 1942, to accept the 
position of Professor of Orthopaedic Surgery in the 
University of Pennsylvania School of Medicine. Dr. 
Willis Kelly West, Associate Professor of Orthopaedic 
Surgery on the Faculty of the School of Medicine, has 
been appointed Acting Chairman of the Department of 
Orthopaedic Surgery and Acting Chief of the Ortho- 
paedic Service in the Hospitals, replacing Dr. Colonna. 


Dr. Bela Halpert has been appointed Director of the 
Laboratories of the University and Crippled Children’s 
Hospitals, and Professor of Clinical Pathology in the 
School of Medicine. Dr. Halpert has held teaching po- 
sitions in the Johns Hopkins University, the University 
of Chicago, Yale University, and more recently in the 
Department of Pathology and Bacteriology of the 
Louisiana State University School of Medicine. 

Members of Evacuation Hospital No. 21, United States 
Army, received individual orders to report to Camp San 
Luis Obispo, California, on July 5, 1942. Personnel of 
this hospital unit is composed of members of the staff 
of the University and Crippled Children’s Hospitals, 
many of whom are on the Faculty of the School of 
Medicine. The Unit will serve with Evacuation Hospital 
No. 53, United States Army, during maneuvers in that 
area during the summer months. The following is a 
complete list of the Professional Staff of Evacuation 
Hospital No. 21, United States Army: 

Lt. Col. Herbert Dale Collins; Major Bert Ernest 
Mulvey; Major George Henry Kimball; Major John 
Powers Wolff; Major Ward Loren Shaffer, Dental Corps; 
Major Paul Brann Lingenfelter, Clinton, Oklahoma; 
Major Robert Leonard Noe; Major Jess Duval Herr- 
man; Major Austin Holloway Bell; Captain Robert 
Bruce Howard, now on active duty at LaGrade General 
Hospital, New Orleans, La.; Captain Floyd Smith New- 
man, Shattuck, Okla.; Captain Cecil Willard Lemon; 
Captain Rudolph Joseph Reichert, Moore, Okla.; Captain 
John Frederick Kuhn, Jr; Captain Ray Harvey Lindsey, 
Pauls Valley, Oklahoma; Captain Evans Edward Talley, 
Enid, Oklahoma; Captain Samuel Ewing Franklin, Broken 
Arrow, Oklahoma; Captain Jim Mabury Taylor; Cap- 
tain Everett Baker Neff; Captain Chester Randall Seba; 


Captain William Ward Rucks, Jr.; Captain Allen G 
bert Gibbs; Captain John Millard Robertson; Lt. Fe! 
M. Adams, Jr.; Lt. John Andrew Graham; Lt. Dan 
Bester Pearson; Lt. John Dewitt Ashley; Lt. D. 
Bedford; Lt. Owen Royce, Jr.; Lt. Marion Allen Fles 
er; Lt. Harvey M. Richey. 

Unfortunately, Lt. Col. Collins, Organizing Direct 
of the unit, was ill and could not report for active du 
with other members. Major Bert S. Mulvey, the ne 
in rank, was appointed Acting Organizing Director a 
will act in that capacity until Lt. Col. Collins has 
covered and is able to report for duty. 

Dr. Irwin C. Winter, Associate Professor of Pharn 
cology, resigned effective June 30, 1942, to accept 
position as Medical Consultant with the Council 
Pharmacy and Chemistry of the American Medical A 
sociation. 


Dr. A. A. Hellbaum, Associate Professor of Physiolog 
has been granted a leave of absence for further stu 
at the University of Chicago. 


Dr. Carl A. Bunde, Assistant Professor of Physiolog 
has resigned to accept the appointment of Assista 
of Physiology at Baylor University School of Medici: 
Dallas, Texas. 


Dr. Irvin 8S. Danielson, Associate Professor of B 


chemistry, has resigned to accept a position with the 


Lederle Laboratories, New York City. 





e OBITUARIES « 





Dr. Francis C. Myers 
1880-1942 


‘*TIf you wish the pick of men and women, take a gi 
bachelor and a good wife.’’—R. L. Stevenson. 


Dr. Francis Charles Myers, since 1920 a general pr 
titioner of medicine and surgery in Tulsa, was fou 
dead in his apartments on Sunday, June 7, by the m 
who cared for his quarters in the Damel Building. 

Dr. Myers was 62 years of age and unmarried. 
saw active service overseas in World War I, having 
rank of Captain in the Medical Corps, and was atta 
to Field Hospital No. 5. When the period of hostilit 
was ended, he moved into Germany with the Army 
Occupation, and served six months in Rhenish Prus 

Returning to this State in 1919 he resumed his int 
rupted practice in Broken Arrow, from which city 
enlisted, for one year prior to his move to Tulsa. 
though his professional services were those of a gen 
practitioner, his preference was Surgery, at which 
cialty he was very adept. 

Of a quiet and retiring nature, a rather gruff mar 
concealed a kind heart and marked diagnostic skill. 
was ever ready to answer the call of the sick and afflir 
of our city, and was a staunch and loyal friend to n 
of us of the medical fraternity, who grieve at 
passing. 

Dr. Myers is survived by two brothers, Homer My 
of Boston, Mass., and M. T. Myers of Oklahoma City : 
one sister, Mrs. Homer Keegan, also of Oklahoma ‘ 

Resolution 

WHEREAS, Francis Charles Myers was for a per 
of 22 years an ethical and respected member of 
Tulsa County Medical Society, and, 

WHEREAS, the late Francis C. Myers was throug! 
this period a busy and skillful practitioner of the heal 
art in our city and county. 

NOW, THEREFORE, BE IT RESOLVED by 
Tulsa County Medical Society that in the death 
Francis C. Myers the profession of Oklahoma and 
associates of Tulsa have sustained a real and deep | 
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BE IT FURTHER RESOLVED that the Tulsa County 
Medical Society desires to publicly acknowledge the 
blameless career and professional ability of this valued 
ember of our organization. 

BE IT FURTHER RESOLVED that the foregoing 
Resolution be made an intimate part of Tulsa County 
Medical Society records and a copy of same be mailed 

the near relatives of the deceased. 

Roy W. Dunlap, M.D., Chairman 
R. G. Ray, M.D. 
S. C. Venable, M.D.—Committee. 
Dr. Henry C. Childs 
1878-1942 

‘*My pity hath been balm to heal their wounds; 

My mildness hath allayed their swelling griefs.’’ 
Shakespeare. 

Late on Thursday evening, at his attractive home, 

24 South Peoria, the final summons came to one of 

veteran ear, nose and throat specialists, Dr. Henry 

Childs. 

(ll for several years with a crippling heart lesion, he 

| been foreed to drastically curtail his busy labors 

1 proceed at a more leisurely pace. But just the 

ek preceding his death he had attended the State 

dical Convention at the Coliseum and had performed 
umber of tonsillectomies at the County Charity Clinic. 

\ lover of flowers, his home on South Peoria, with 

rolling lawns and varigated blossoms was one of 
showplaces of the Garden Club. 

He carried his love of the beautiful also into his 

igion, that of Unitarian—whose belief include love of 

d; brotherly affection for our fellowmen; the dif 

sion of knowledge; meditation on the gems of litera- 

re; tolerance of the religious opinions of others; and 
he hope of eventual salvation of all humanity. 

Thrice married, the worthy doctor léaves to mourn his 
passing, his widow, and a step-daughter, Betty, of the 
home; two sons—Dr. Darwin Childs of 2126 E. 15th 
Street and Dr. Jack Childs of 1205 8. Evanston; and 
six grandchildren. 

Resolution 

WHEREAS, Henry C. Childs was for over twenty-five 
years an active and capable member of the Tulsa County 
Medical Society, and 

WHEREAS, during this long period, in addition to 
his busy practice he gave freely of his time and talents 
to the School Board, the Charity Medical Clinic and 
many other worthy causes 

NOW, THEREFORE, BE IT RESOLVED by the 
Tulsa County Medical Society that the passing of H. 
©. Childs is a distinct loss both to our local organization 
and to the city in which he practiced his profession. 

BE IT FURTHER RESOLVED that the Tulsa County 
Medical Society takes this method of expressing to the 
medical profession of the State and to the bereaved 
family its sincere regret over the death of one of our 
untiring practitioners and faithful public servants. 

BE IT FURTHER RESOLVED that a copy of this 
Resolution be spread upon the minutes of Tulsa County 
Medical Society and that a duplicate thereof be pre- 
sented to the immediate relatives of Henry C,. Childs. 

Roy W. Dunlap, M.D., Chairman 
R. G. Ray, M.D. 
8S. C. Venable, M.D.—Committee. 


Robert M. Anderson 
1870-1942 

Robert M. Anderson, a pioneer physician of Shawnee, 
‘lahoma, died suddenly on July 16, 1942, while visiting 
daughter in Marlow. Dr. Anderson had been ap 
rently in good health preceeding his death which came 
he had always wished, in his sleep. 

Dr. Anderson was born on December 29, 1870, in 
dford County, Tennessee, where he was raised and 
tended primary schools. He was graduated from the 
dical Department of Vanderbilt University in 1894 
| after his graduation he started the practice of medi- 
‘in Florida but shortly returned to Tennessee where 
practiced in Pulaski until he moved to Shawnee in 


When the Pottawatomie County Medical Society was 
oragnized in 1905, Dr. Anderson was one of the charter 
members and founders and has held the office of Presi 
dent of the Society on several occasions during the past 
thirty-seven years. 

Dr. Anderson is a past-president of the Oklahoma State 
Medical Association, and at one time was Chairman of 
the Section on Obstetrics of the Southern Medical As- 
sociation. At the time of his death he was Councilor for 
the state of Oklahoma for the Southern Medical Associa 
tion. 

He was a leader of the civie life of the community 
being a member of St. Paul’s Methodist Church, Shaw 
nee lodge No. 107 A. F.& A.M., the Shawnee Rotary 
Club, and the Board of Directors of the First Federal 
Building and Loan Association. 

Dr. Anderson was associated in practice with two 
other pioneer Shawnee physicians, Drs. J. E. Hughes and 
F. L. Carson, since 1918. 

The survivors include his wife, two daughters, four 
grandchildren, three brothers, one Dr. W. B. Anderson, 
a practicing physician in Nashville, Tenn., and twe 
sisters. 

Funeral services were conducted from the St. Paul’s 
Methodist church in Shawnee on Saturday, June 158, 
which were conducted by Dr. Forney Hutchinson and 
Rev. R. E. L. Morgan, and were attended by many 
prominent physicians from over the entire state. 


Dr. J. C. Bushyhead 
1870-1942 


Dr. Jesse C. Bushyhead of Claremore, the ‘* Grand 
Old Man’’ of medicine in Northeast Oklahoma passed 
away at his home in Claremore, July 11, 1942, at the 
age of 72. 

Dr. Bushyhead was known as Rogers County’s most 
beloved citizen and was the original charter member 
of the Rogers County Medical Society. 

Always preferring to be known as a country doctor 
he exemplified the highest traditions of the Medical 
profession. 

He administered to the needs of the rich and the poor 
alike. Never was the storm too bad or the hour too 
late for Dr. Bushyhead to come to the bedside of the 
sick or injured. 

In his passing, Oklahoma medicine loses a pioneer and 
a stalwart supporter. This loss can never be replaced 
though it may be superseded. 

Dr. Bushyhead was born in Fort Gibson and moved 
to Claremore in 1891. He was a cousin of the late Will 
Rogers and a member of the Will Rogers Commission. 

During his lifetime he had been honored by being 
elected to honorary membership in the Oklahoma State 
Medical Association and the Oklahoma Historical Society. 

He was the last treasurer of the Old Cherokee Indian 
nation. 

He is survived by his widow, Mrs. Faye Bushyhead; 
one daughter, Mrs. H. C. Riggs; and three sons, Dennis 
Bushyhead, Jesse C. Bushyhead, Jr., and George Davis 
Bushyhead. 


About eight members of the Beckham County Society 
met July 1, in Elk City. They had as their guests, 
Dentists, Druggists, their wives, Nurses and Doctor’s 
office help. 

A round-table discussion was held following a banquet 
at the Casa Grande Hotel. 

The next meeting will be held August 11, at Sayre. 
Dr. R. M. Slaubaugh will discuss ‘*‘ Enemia’’. 

Members of the Pittsburg County Society met June 
26, at the country home of Dr. Edwin D. Greenberger, 
in MeAlester with 25 members present. 

The program consisted of a barbeque supper and an 
evening of fellowship to honor Dr. Floyd Bartheld and 
Dr. C. E. Lively, who are leaving McAlester to enter the 
Medical Corps of the U. 8S. Army. 

The society will meet in August, to hear a lecture on 
Post Graduate Medicine. 
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Group Hospital Service News 








Approved Blue Cross Plans are divided into four 
brackets, according to the number of applicants enrolled. 
Recently Oklahoma’s plan passed a milestone and moved 
out of the lower bracket to the third division. This low 
cost family protection has now been extended to 27,000 
in Oklahoma, from whom more than 2000 days of hos- 
pital care have been provided. The employees of five 
hundred and fifteen firms have voluntarily enrolled in 
this plan. Group Hospital Service has been given ap- 
proval for a third time by and is an institutional mem- 
ber of The American Hospital Association. 

Non Profit hospital service plans are now serving an 
area comprising more than 80 percent of the population 
of America. The member hospitals of this national 
health movement contain over two-thirds of the total 
bed capacity of non-governmental hospitals in this coun- 
try. There are 72 approved plans with a total member- 
ship of almost 11,000,000. The American Hospital As 
sociation estimates that these plans will pay hospital 
bills to the extent of $50,000,000.00 during the year of 
1942. This amount is considerably greater than the 
combined revenue of all endowment capital, individual 
philanthropy, and from county, city and community funds 
combined, for these hospitals. 

Prepaid hospital care without profit is a part ef a 
great voluntary health movement. One of the most 
significant of our time. It’s performance, even thus 
far, not only justifies its continued existance but pro- 
claims: it a social necessity. While the enrollment in 
these non profit hospital service plans is now measured 
by each new million members enrolled, still it probably 
is in it’s infancy. The solution to the problem will not 
have been approached until the 11,000,000 members ap- 
proximate 80,000,000 who would probably be carried on 
a compulsory federal program. 

Today America’s free hospitals are overshadowed by 
clouds of fear that deceptive hopes of superior federal 
service and easy government money might lead to bureau- 
cratic regimentation. That shadow must be dispelled 
if the American system of free hospitals is to be pre- 
served. 

Because a federal health program has not been pre- 
sented to congress in legislative form, we must not adopt 
a ‘‘wait and see’’ attitude. Informed observers believe 
that the formal presentation is retarded only to de- 
termine to what extent a voluntary plan will be adopted. 

Even now the Blue Cross in Oklahoma should be a 
source of satisfaction to every member of the Oklahoma 
State Medical Society. Daily the plea is made to leaders 
of industry and groups of employees, to perpetuate our 
voluntary health system. The medical profession, hos- 
pital representatives and civic leaders who direct our 
plan are giving their time without pay. The continued 
cooperation of the medical profession can accelerate our 
growth and retard social regimentation. 


The Southwestern Oklahoma Medical Society met June 
17, at Elk City, to hear a program given by Dr. Edwin 
A. Abernathy, Altus, and Dr. Richard M. Burke, Clinton. 
Dr. Abernathy spoke on ‘*‘The Use of Sulfamides in the 
Treatment of Suppurative Conditions of the Ear,’’ and 
Dr. Burke on ‘‘Trends in the Collapse Therapy of 
Pulmonary Tuberculosis. ’’ 

The next meeting of the Society will be held Septem 
ber 19, in Clinton. 

Dr. J. E. MeDonald, Tulsa, who has recently returned 
from Minneapolis where he has been studying the Kenny 
Treatment of Infantile Paralysis, gave a discussion on 
this subject at the Osage County Society meeting, held 
June 15, in Pawhuska, with 13 members present. 

Lt. Tommy R. Young, of the Medical Corps of the 
U. 8S. Army, presented the Need of Doctors in Technical 


Training Command in the Air Corps and the opportunitic 
offered. 

The next meeting of the society will be held July 1 
at Pawhuska. 





Office of Civilian Defense 





Organization in the Control System of the State ( 
vilian Defense Committee on Health and Housing, whi 
includes Emergency Medical Service, has been complet: 
in the seventy-seven counties of the state. These various 
county organizations are not perfect. As time goes | 
they will become more highly organized, and, therefor 
more proficient. 

The three disasters that have occurred within t 
state; namely, Pryor, Guymon, and Oklahoma City, h: 
afforded a wonderful opportunity for work-out in th 
areas, which has made apparent any defects that might 
exist so that they could be corrected, as well as the 
good qualities of the work. Many inquiries from doctors 
over the state relative to the functions, duties, and 
responsibilities of the Emergency Medical Relief Service 
of Civilian Defense prompt the giving of the following 
information which will aid materially in clarifying all of 
these different phases of the work. 

This information is taken from a joint statement coming 
from Norman H. Davis, Chairman of the American Red 
Cross, and James M. Landis, Director of the Office of 
Civilian Defense, under date of May 19, 1942, which 
was received in Doctor Mathews’ office on July 13, 1942. 

**To secure unity of effort and avoid duplication of 
facilities in meeting civilian needs arising from ene 
action, this statement is issued by the Office of Civili 
Defense and the American National Red Cross for the 
guidance of Defense Councils and Red Cross Chapters 

**It is the responsibility of local Defense Councils to 
see that adequate provision is made for all services 
required in the event of bombing or other enemy attack. 
During an emergency period, the Commander of thé 
Citizens’ Defense Corps will exercise control over all 
such services.’ 


Emergency Medical Services 


‘*During bombing or other enemy attack, all services 
are directed from the Control Center in charge of the 
Commander of the Citizens’ Defense Corps.’’ 

The local Chairman of the Health and Housing Co: 
mittee, in case of enemy attack, will be stationed in t 
Control Room as an assistant to the Commander of t 
Citizens’ Defense Corps. 

** Responsibility for the care of those injured as a 
result of enemy action rests with the Emergency Medical 
Service of the Citizens’ Defense Corps under the direction 
of the Chief of Emergency Medical Service.’’ 

**Red Cross Chapters assist the Emergency Medical 
Service by (a) recruiting and training Volunteer Nurses’ 
Aides who will be utilized by the Emergency Medical 
Service at Base and Casualty Hospitals, Casualty 5* 
tions, and First Aid Posts; (b) furnishing lists of 
persons trained in first aid to be enlisted by the En 
gency Medical Service as members of its stretcher tea 
(ce) providing dressings, bandages and supplementary 
equipment as the Chapter may decide in consultation 
with the Chief of Emergency Medical Service ; (d) equ 
ping and operating emergency ambulances to be 
signed to the Emergency Medical Service and to serve 
under its direction; (e) providing supplementary tra 
portation for walking injured and for Emergency M: 
cal Service personnel. During the emergency peri 
ambulances and motor units assigned to such transpor 
tion service will be under the direction of the Chief of 
Emergency Medical Service or the Transport Officer. The 
Emergency Medical Service of the Office of Civilian | 
fense will not be duplicated by the Red Cross, but wiil 
be utilized by the Red Cross in natural disasters.’’ 
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BOOK REVIEWS 


**The chief glory of every people arises from its authors.’’—Dr. Samuel Johnson. 











‘*‘ANOXTIA—ITS EFFECT ON THE BODY.’’ 1942. 
Directing Editor, Edward L. Van Liere, M.D. Cloth. 


Price $3.00. Pp. 269. The University of Chicago 

Press—Chicago. 1942. 

In this breath-taking, calamitous age when every think 
ing person comtemplates being up in the air, down under 
the sea, or possibly in the bomb shelter, oxygen becomes 
an important consideration and the question of Anoxia 
becomes a matter of grave significance. Modern methods 
of Warfare, modern transportation and modern industry 
call for a more general and comprehensive knowledge of 
oxygen and its relationship to the vital functions of the 
human organism. 

Chis knowledge has been assembled and made available 
by the author of this attractive book, published by the 
University of Chicago Press under the title ‘* Anoxia’’. 
A glance at the table of contents suggests the compre 
hensive scope of the text and its application to present 
necds. Following an interesting preface the chapters 
are listed as follows: Historical, Definition of Terms, 
Classification of Anoxia, Expression of the Degree of 
Anoxia, Experimental Methods of Producing Anoxia, 
General Considerations, Effect of Anoxia on the Blood, 
Chemical Changes in the Blood During Anoxia, Effect 
of Anoxia on the Heart and Circulation, Effect of 
Anoxia on the Blood Pressure, Effeet of Anoxia on the 
Lymph, Effect of Anoxia on Respiration, Mountain 
Sickness and Altitude Sickness, Acclimatization, Effect 
of Anoxia on the Alimentary Tract, Anoxia and the 
Secretions of Urine, Effect of Anoxia on the Endo- 
erine Glands, Metabolism and Anoxia, Anoxia and Heat 
Regulation, Anoxia and Nutrition, Effect of Anoxia on 
Water Distribution in the Body, Effect of Anoxia on the 
Nervous System, and Index. 

One has only to note the effects of Anoxia on the 
various organs, symptoms, fluids and tissues of the body 
to be impressed with importance of oxygen in the body 
economy. 

After clarifying the approach to the subject by giving 
definitions and discussing types and degrees of Anoxia, 
the author considers the response of the physiologic pro 
cesses to low oxygen tension and the variables at high 
altitudes. 

The succeeding chapters, particularly those dealing 
with the circulatory system, the respiratory and the 
nervous systems, are of the greatest interest and im 
portance to all doctors. The knowledge contained in 
these chapters, plus that found in the section devoted 
to mountain sickness and altitude sickness, is indispensi 
ble for the doctors in the Army and Navy, Medical Corps. 

The Author’s attempt to assemble all the known 
facts having to do with oxygen want and to make them 
readily available to all who read is most commendable. 
His citation of unsolved problems and his discussion of 
controversial questions should stimulate further research 
in this field.—Lewis J. Moorman, M.D. 


“CLINICAL IMMUNOLOGY, BIOTHERAPY AND 
CHEMOTHERAPY.’’ John A. Koler, Professor of 
Medicine, Temple University School of Medicine, 
Philadelphia; Director, Research Institute of Cutan- 
eous Medicine, and Louis Tuft, Assistant Professor of 
Medicine and Chief of Clinic and Allergy and Ap- 
plied Immunology, Temple University School of Medi- 

ne. Published in July, 1941 by W. B. Saunders 
ompany, Philadelphia, 941 pages and illustrations. 

‘rice $10.00. 

Vis Medicatrix Naturae used by our fathers of old, 
by modern interpretation, may be called Immunology. 
The understanding of this phenomennon is put on a 
lucid basis by the bacteriologist, biotherapeutist, serolo- 
gist, and the chemist. 


The author does not go into the minute details of 
this procedure but leaves it to specialized details in their 
respective fields, i.e., it is not a laboratory book. The 
book is divided into two parts. Part I is used by the 
senior author in lecturing to the sophomore students, 
while Part II is used by the authors in junior and senior 
years. This is a book which I think should be in the 
library of every physician and surgeon, and especially 
one engaged in public health work. 

The fundamental ground-work in Part I necessarily 
must be understood before applying it to the efficient 
use of chemotherapy and the biologies, both of which 
have had such dramatic development in the last few 
years. These measures are so powerful in their effect 
that a basic understanding is paramount in the intelli 
gent use of the same. 

The latency and chronicity of bacterial infections, why 
the tissue susceptibility and localization, the natural im- 
munity of some people and animals and the means of 
acquiring an immunity are all very basic in understand 
ing disease, especially bacterial infections, whether it be 
local, general, acute, chronic, bacteraemia, septicaemia, 
pyemia or toxemia, such as we get from certain diffusible 
toxines which circulate in the blood stream and are 
chemotoxie for certain tissues. Lengthy description of 
todays proved prophylactic and innumerological methods. 
Methods of diagnosis and treatment of allergy are dis 
cussed at length and it is shown that it is dominant in 
many phases due to split proteids, both exogenous and 
endogeneous, typical and atypical. That is not ordinarily 
considered. The junior author is especially interested in 
allergy and is Chief of the Allergy Clinic of Temple 
University. 

The chapters on blood transfusion therapy and non 
specific protein therapy which play such a role in the 
present treatment today, could have been given more 
space at the expense of subjects not so generally used. 
Fifty pages are devoted to the chemotherapy and is the 
last chapter of Part I. 

*art Il is devoted to ‘*The Practical Applications of 
Immunity Biotherapy and Chemotherapy in Prophylaxis 
and Treatment of Disease.’’ This having followed three 
basic principles and understanding when written by 
authors who practice bedside medicine, thus forming a 
liaison between research and clinical observation. 

The chapters on the general considerations of septi- 
caemia are worthy of thorough perusal. The ubiquitous 
streptococcus with its protein troubles, the testing of 
immunity as well as the many clinical symptoms, the 
chemotherapy and biologic therapy should be read by 
those in every special field of work. The same may be 
said about the staphlococci, meningococci, bacillary, 
virus, psititacosis and richettsial diseases. 

A good feature is the summary of each disease at the 
end of the chapter. This is an outline such as is often 
shown on a projector for classroom demonstration. 

These authors have the best of standing in medical 
circles, are voluminous and practical writers. This book 
is entirely new, and the only one of any magnitude on 
this subject.—Lea A. Riley, M.D. 

**MODERN MEDICINE: ITS PROGRESS AND OP 
PORTUNITIES.’’ Netta W. Wilson, Minnesota De- 
partment of Health, and 8. A. Weisman, M.D., 
F.A.C.P., Clinical Associate Professor of Medicine, 
University of Minnesota. Cloth, Price, $2.00 Pp. 218. 
New York: George W. Stewart, Inc., 1942. 

In this handy volume, the authors have undertaken 
a difficult task. The difficulties have been augmented by 
an attempt to give the historical background and to 
indicate progress with suggestions as to opportunities 











for careers in various fields of scientific research. 
Naturally, much has been sacrificed in favor of brevity. 

The historical approach is most commendable and in 
many sections of the text it has been employed with 
dramatic effect. But to one who reads with a knowledge 
of the history of medicine and even a meager under- 
standing of the influence of disease upon the destiny of 
mankind, it appears that many opportunities to establish 
the continuity of medical progress have been overlooked. 
In addition, the well informed reader may wonder if 
the authors have not failed to adequately show the 
laborious methods and the untiring efforts which have 
motivated medical progress. The average layman would 
have a much better appreciation of the advantages which 
have accrued through modern medicine if he knew how 
it is steeped in the life blood of a long line of medical 
scientists, bent upon the acquisition of truth. In ad- 
dition to certain omissions, there are a few historical 
errors. Among these are references to William Withering 
and William Osler. One page 94 we find the following: 

But since Dr. William Withering in 1785 coaxed or 
bribed an old country woman of England to sell or give 
him a secret that she knew, we have possessed a way 
to prevent dropsy through the use of a powerful drug 
called ‘‘digitalis,’’? made from the leaves of a flowering 
plant, the foxglove. 

The following is quoted from Withering’s own state 
ment: 

**In the year 1775, my opinion was asked concerning 
a family recipe for the cure of dropsy—.’’ 

It is true that Withering published his account of 
the foxglove in 1785, but the remarkable adequacy of 
his report is due to the fact that he devoted ten years 
to a careful experimental and clinical study of the action 
of digitalis before he assumed the responsibility of 
publication. 

On page 11 we find the following: 

After the Armistice we hasten back to America to see, 
if only for a moment, that great and beloved physician 
whose name is almost as meaningful in modern times as 
that of Hippocrates when the world was young. We find 
Sir William Osler—who will not long survive the loss of 
his only son in the war just ended—still chiefly concerned 
for the welfare of his patients. 

At this time Sir William Osler was Reginus Professor 
of Medicine at Oxford University, where he had gone in 
1905 after resigning his professorship at Johns Hopkins. 

In justification of the task performed, it may be said 
that the text presents an interesting running story, con 
taining a great store of valuable information about 
modern medicine made readily available for the lay 
reader, the prospective medical student and research 
worker, also for busy doctors who need a ‘‘refresher 
course’’ in the general progress of modern medicine. 
Lewis J. Moorman, M.D. 


‘*‘DISEASES OF THE RESPIRATORY TRACT.’’ 
Jacob Segal, M.D., F.A.C.P., F.A.C.C.P., Attending 
Physician, Riverside Hospital; Associate Physician in 
Charge of Thoracic Diseases, Bronx Hospital; Former 
ly Physician in Charge of Fordham Hospital Tubercu 
losis Clinie. Cloth. Price $2.00. Pp. 172. New York: 
Oxford University Press, 1941. 

The author has provided a valuable compendium on 
the diseases of the respiratory diseases. In this field, 
rapid development in diagnostic and therapeutic pro 
cedures keeps the medical student and the alert doctor 
constantly on the look-out for additional knowledge. 
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With the perennial prevalence of respiratory disea 
and the seasonal accentuation of their importance 


stantly in mind, such a reference book should become + 


pocket companion of the medical student, the intern ; 
the busy doctor. Those in need of immediate infor 
tion and those who have read and forgotten, or y 
are too busy to read in great detail, will find in t 
handy volume the essential facts brought up-to-date. 
On the other hand, this outline should not be « 
sidered as merely a short cut to knowledge. The aut 
admits that isolated facts often suffer for want 
amplification and proper association with related fa 
The following quotation from the Preface should s 
as a guide for every one who makes use of this valu: 
outline. ‘*‘One may read and absorb the descriptive t 
of a certain disease, yet fail to visualize the essent 
points clearly. The detailed exposition when read 
reread attentively will leave a good general impress 
on the subject, but is apt to blur the salient 
sequential delineation. An outline is calculated to | 
the reader systematize his thoughts on the subject mat 
he has read about extensively, and repeatedly in 
textbook. It should be helpful to focus attention 
essentials, and recall to memory the details in tl 


proper proportion. I hope that the outline here present 


will fulfill the aforementioned requirements.’ 

The subject matter is presented in seven sections 
chapters, with the following titles: Diseases of 
Nasal Cavities. Diseases of the Pharynr. Diseases 
the Lymphatic Structures of the Pharynz. Diseases 
the Larynx. Diseases of Trachea and Bronchi. Disea 
of the Lungs. Diseases of the Pleura. Bibliogray 
Inder. 


A careful perusal of the briefer but comprehensive tex 


shows that the author, through a lucid style, 

succeeded in giving us an accurate statement of facts 
very few words. While the reader may occasion: 
regret the brevity necessary in such a book and noté 

omission of certain conditions, he must marvel at 

store of knowledge made available in so few pages 
Lewis J. Moorman, M.D. 


Columbia University announces Program 
‘*Columbia University announces that begining 
tember, 1942, a program of professional studies for 
training of Physical Therapy technicians will be off 
This training and instruction will extend over a 


S 


t 


year period and has been organized in compliance 
the requirements set down for such programs by 
Council on Medical Education and Hospitals of 
American Medical Association. The course is being 
up in University Extension in close relationship with 
College of Physicians and Surgeons of Columbia | 
versity, the Nursing Education and Health and Phys 
Education Departments of Teachers College. The Cli 
and laboratory instruction will be given at the Var 
bilt Clinic, Neurological Institute, Presbyterian Hos; 
and New York Orthopedic Dispensary and Hospital 

‘Two years or 60 semester hours of college, inclu 
courses in Physies and Biology, shall be required 
graduation for an accredited School of Nursing « 
accredited School of Physical Education.’’ 

‘*A Certificate of Proficiency in Physical Therap) 
be granted by Columbia University to those comple 


the course. Further information may be obtained 


writing the Office of the Committee on Physical Ther 
Room 303B, School of Business, Columbia Univer 
New York City.’’ 
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“ NFECTIOUS LESIONS ABOUT THE EXTERNAL GENI- 
TALS.” By Mortimer D. Speiser, M.D., American 
journal of Obstetrics and Gynecology. April 1942, 
Page 681. 

The incidence of the various infectious diseases about 

t external genitals in the Bellevue Hospital series is 

en. Since some of these patients are taken upon 

t dermatological service the incidence is given fo1 

both the gynecological and the female dermatological 

services. They include: (1) Primary Syphilis with 1.4 

per 1,000 admissions on the gynecological service and 11 

| 1,000 admissions upon the female dermatology serv 

i (2) Secondary Syphilis 0.9 per 1,000 admissions on 
necology and 269 per 1,000 admissions mostly with 
\italia lesions on dermatology. (3) Combined pri 

mary and secondary 39 per 1,000 admissions. (4) Lym 

phogranuloma venereum 5.2 per 1,000 admissions on gy 
cology and 34.4 per 1,000 admissions on dermatology. 

Granuloma inguinale 0.4. per 1,000 admissions on 
ecology and 6.9 per 1,000 admissions on female 
rmatology. (6) Chancroid 0.8 per 1,000 admissions on 
necology and 9.1 per 1,000 admissions on female derma 

) Condylomata acuminata 2.0 per 1,000 ad 


tology. (7 
missions on gynecology. 

Each one of these conditions as well as gonorrhea is 
carefully deseribed as to diagnosis with the following 
important routine: 

‘A positive diagnosis should never be made solely 
on the appearance of infected lesions about the external 
genitals. Grossly similar lesions may result from dif 
ferent etiologic factors. A single agent may be capable 
of producing variable lesions. Combined infections may 
be present. Therefore, pathognomonic characteristics 
are lacking so that an unequivocal diagnosis can be 
established only by the employment of certain routine 
procedures. These must include dark-field examinations 
and serologic tests, smears for Donovon bodies, Ducrey 
bacilli and fusospirochetes, intradermal tests with the 
Ducrey bacillary antigen and the Frei antigen, and last 
microscopic examination of tissue obtained for biopsy.’’ 

COMMENT: This article has been abstracted because 
of the confusion that has existed about infectious lesions 

the external genitalia, both as to diagnosis and treat 
ment. The coneluding paragraph of the authors is par 
ticularly important in that they emphasize that an un 
equivocal diagnosis can be established only by the em 
ployment of certain routine procedures which they then 
enumerate.—W. L., M.D. 
“NYLON SUTURE.” D. W. Melick. M.D. Annals of Sur- 
gery. March 1942, Page 475. 

In the year 1938, it was learned that the DuPont 
mpany had developed a synthetic substitute for silk, 
led Nylon. It was then that the suggestion that it 
ght be used as a surgical suture was brought forward. 
Smee Many surgeons are advocates of silk, it was thought 
that Nylon might find equal favor, should it have the 
\lities attributed to silk. 

‘he physical characteristics of Nylon as compared to 
‘ appear in the following table: 





Nylon Silk 
Relative tensile strength .........................- 13% 10% 
EES es ee eee 25.7% 12.9% 


Elastic recovery under controlled 

conditions 77.0% 65.0% 

Nylon sutures may be obtained either as a single 
strand suture called monofilament, or a multiple strand 
suture, called multifilament. The multifilament looks 
and feels very much like silk. The monofilament is 
comparable to the commonly known ‘‘dermal’’ or ‘* ten 
sion’’ suture or heavy silk worm gut suture. 

The author, under the direction of Dr. E. R. Schmidt, 
professor of surgery, University of Wisconsin, carried 
out experiments on dogs in order to study the effect 
of various sutures, (catgut and silk as well as Nylon) 
in relation to tissue reaction and to the process of 
wound healing as ascertained by gross and microscopic 
study. Nylon monofilament, Nylon multifilament, silk, 
plain and chromic catgut were imbedded in the anterior 
abdominal wall of dogs, and, at intervals between two 
days and 103 days, biopsies were taken and paraffin 
sections made. Intestinal anastomoses were also per 
formed for comparison between fine cromic catgut (No. 
00000) and Nylon multifilament (No. 000). 

The author summarizes his animal experimentations as 
follows: 

(1) Nylon multifilament causes less reaction in the 
tissues (of dogs) than does catgut. [In the earlier 
stages of healing Nylon multifilament causes more re 
action than does silk. The end-result of the healing 
process is practically the same for both Nylon multi 
filament and silk. 

(2) Nylon multifilament is not completely noncapil 
lary. Monocytes were heavily infiltrated between the 
interstices of the suture, when examined at the end of 
34 days. 

(3) Nylon multifilament is superior to silk in that 
it has a better tensile strength for comparable sizes. 

(4) Nylon monofilament causes less tissue reaction 
than any of the sutures studied. It is not so flexible 
as Nylon multifilament, is more difficult to handle, and 
fias a tendency to slip when tied with the usual surgical 
knot. 

On the surgical service of Dr. Schmidt at the Uni 
versity of Wisconsin Hospital in Madison, 19 hernior 
rhaphies were performed by various surgeons, using 
Nylon multifilament suture. The opinions voiced were 
favorable. It was agreed that the suture was comparable 
to silk in the way it handled. The greater tensile strength 
of the suture as compared with silk of a similar size was 
particularly noted by each operator. Wound healing was 
satisfactory in all of the patients upon whom Nylon 
multifilament was used as a suture. The incisions pre 
sented a minimal amount of reaction. The deep fascia 
and subcutaneous tissue was free of the diffuse indura 
tion noticed with catgut suture. 

The author concluded that Nylon multifilament may be 
recommended as a satisfactory surgical suture. In this 
connection, he meant that it was satisfactory as a 
**buried suture.’’ 

COMMENT: We have been using Nylon monofila 
ment for ‘‘stay or tension sutures’’ for the past two 
years. It has proved very satisfactory. Used as a 
stay suture, its tendency to slip when tied, can be over- 
come by multiple knots. 

We have had no experience with Nylon multifiilament 
as a buried suture, but, if inclined to use silk, we would 
not hesitate to employ this suture as a substitute.— 
L. D. L., M.D. 
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“AN EVALUATION OF INTESTINAL SUCTION IN IN- 
TESTINAL OBSTRUCTION. J. B. Blodgett, M.D. Sur- 
gery. May 1942. Page 7339. 


The term ‘‘intestinal suction’’ does not mean ‘‘duo- 
denal suction.’’ As used here, intestinal suction applies 
only to those cases in which the Miller-Abbott tube, or 
other long tube, has definitely passed into the jejunum. 

The author states that intestinal suction was introduc- 
ed for the treatment of intestinal obstruction about four 
years ago. He refers to the work of Abbott and John- 
son who published an article entitled ‘‘ Intubation Studies 
of the Human Small Intestine’’ in Surgery, Gynecology, 
ana Obstetrics in the year 1938. 

The cases reported in this article by Dr. Blodgett are 
derived from a study of all cases of intestinal obstruc- 
tion treated at the Peter Bent Brigham Hospital in 
Boston from 1933 to July 1941. To these he has added 
all available cases from the American Literature that 
satisfied the requirements of the classification. 

In order to compare similar types of intestinal ob 
struction, two distinct groups were chosen for analysis: 
(1) Simple mechanical obstruction of the small or large 
bowel; (2) Intestinal obstruction associated with peri- 
tonitis. The mortality of these two groups is so different 
that it was necessary to consider them separately in 
evaluating any therapy applied to them. 

‘*Paralytic ileus’’ not associated with peritonitis is 
too poorly defined a clinical entity to constitute a definite 
group for an analysis of this sort, although individual 
eases occasionally yield satisfactory results to intestinal 
suction. 


’? 


Three. hundred and six cases of mechanical intestinal 
obstruction were treated by the usual measures (includ- 
ing operation) but Intestinal suction was not used. This 
was considered a controlled series of cases and resulted 
in a mortality of 17.3 percent. One hundred and fifty- 
one cases of mechanical intestinal obstruction were treat- 
ed by the usual measures (including operation) and 
intestinal suction was used. The mortality was 7.9 per 
cent. 

It appears, therefore, that when intestinal suction is 
added to the usual measures of treatment of mechanical 
intestinal obstruction, the mortality was reduced from 
17.3 to 7.9 percent. This reduction in the mortality due 
to the use of intestinal suction is of undeniable signifi- 
eance and is not a difference due to the results of 
chance. 

When peritonitis is associated with intestinal obstrue 
tion, the mortality is greatly increased. To evaluate the 
effect of intestinal suction on this condition, the Peter 
Bent Brigham Hospital cases were added to all accepta- 
ble cases appearing in the Literature. No distinction 
was made on the basis of the extent of peritoneal in- 
volvement. The total number of cases treated without 
intestinal suction and treated with intestinal suction is 
not large, because authors seldom list their cases of 
obstruction and peritonitis separately and satisfactory 
intubation is difficult in the presence of peritonitis. 
However, the difference in mortality percentages be 
tween these groups is highly significant. The mortality 
in the controlled series of cases with obstruction is highly 
significant. The mortality in the controlled series of 
eases with obstruction and peritonitis that were not 
treated with intestinal suction was found to be 73.1 per 
cent. But the mortality in the same type of case when 
treated with intestinal suction was found to be 25 per 
cent. 

This evidence that the use of intestinal suction is an 
essential factor in reducing the mortality of intestinal 
obstruction has been corroborated by other workers. 

Intestinal suction is an ideal physiologic treatment be- 
cause it produces an outlet for the intestinal contents at 
a point just proximal to the obstruction. As the intestine 
is decompressed, the circulation is improved, the smovth 
muscle regains its normal tone, and the important func 
tion of nutrition may be resumed. When the pressure 
within the intestine is released, the volume of circulating 
plasma, which has been shown to be reduced in obstruc- 
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tion, is restored to normal. Reduction of the intr 
abdominal pressure by the decompression of the intesti 
allows normal circulation in the great venous channe 
and normal diaphragmatic excursion. Preoperative d 
compression of the alimentary tract by intestinal sucti: 
may avoid the necessity of colostomy or enteroston 
and presents the operator with undistended bowel 
normal thickness and tone. Intestinal suction continu 
into the postoperative period protects the anastomos 
by preventing intra-luminal pressure which might ‘‘bloy 
out’’ the suture line or impair its circulation. 


The author wisely points out the absolutely necessa 
and all important point that the contraindications 
the use of intestinal suction for obstruction should 
emphasized. 


There is danger in the routine use of intestinal sucti: 
When a reasonable possibility of vascular stangulati 
exists, intestinal suction should not be resorted to exce; 
as preparation for immediate operation. The danger 
that although decompression offers no relief for t 
vascular obstruction, it may mask the symptoms to su 
an extent as to minimize the urgency of operation whi 
is the essential therapy for intestinal strangulation. Ti 
decision for immediate operation depends upon ni 
clinical judgment of all facts at hand. If strangulati: 
cannot be ruled out, surgery should be advised. It 
pointed out that intestinal intubation should not be at 
tempted in cases of obstruction of the large bowel whic! 
show great distention of the colon and little or 
evidence of distention of the small bowel. In such 
cases, the dangerous pressure on the colon cannot be 
reduced until the tip of the long tube has passed 
through the ileocecal valve. The passage of the tube 
through the whole small bowel may not be complete fo 
days, and even then it may be impossible to get tli 
tip to pass through the competent ileocecal valve. A 
cordingly, intestinal intubation is not the treatment 
choice because the relief of pressure in the large bow: 
may be unwisely delayed. 


COMMENT: It is probable that intestinal sucti 
(as contrasted to duodenal suction) has not been us 
as wisely as it should be used, because of the extrem 
difficulty in successful intubation of the bowel beyor 
the duodenum. As stated by Whipple, ‘‘the reason that 
so many hospitals have failed to appreciate the value 
the Miller-Abbott tube in dealing with cases of ileus is 
that no one person has learned the application and 
technique of the method and acquired the experience 
necessary to its success.’’ I might add that the almost 
constant attendence upon such a patient that is ne 
sary is probably another reason why the method is 1 
in more universal use. 


L 


However, we must agree with the author that whate\ 
effort is involved in acquiring and applying the techniq 
is certainly justified by the fact that intestinal suct 
is a life-saving procedure as an adjunct to the treatm: 
of obstruction.—L. D. L., M.D. 
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“CANCER OF THE ESOPHAGUS.” By W. A. Mill. 
Laryngologist, Royal Cancer Hospital, London. Post- 
graduate Medical Journal, vol. 18, page 31-35, Feb- 
ruary, 1942, 


Malignant disease of the esophagus is almost alyvays 
earcinoma. Sarcoma is exceedingly rare, and of no pt! 
tical importance . Until recently, this disease laid claim 
a mortality of very nearly 100 percent. 

More than half the patients complaining of esophageal 
symptoms are found to be suffering from esophageal ca 
cinoma, and most of them in the older age groups. Ca! 
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cinoma of the esophagus comprises about 5 percent of all 
cases of cancer. 

Men are much more commonly affected than women 

80%). Chronic irritations of the esophageal mucosa by 
alcohol, tobacco, hot foods and drinks and by dental 
sepsis are considered of importance in the development of 
esophageal carcinoma. The growth tends to appear at 
levels in the esophagus where there is some anatomical 

irrowing ;—at the upper end, at the levels of the aortic 

d left bronchial crossings and the diaphragmatic con 
striction. It has been observed that esophageal carcinoma 
may follow peptic ulcers, cardiospasm, diverticulum, ei- 
catrical stenosis, or it may also occur in the congenitally 
short esophagus. 

In women post-cricoid carcinoma is fairly common. The 

Piumber-Vinson syndrome also predisposes to disease in 
this situation. ‘et, such cancers truly belong to the 
popharynx and not to the esophagus. 
The common types of esophageal carcinoma are: (1) 
epitheliomatous ulcer, (2) a fungating mass, and (3) a 
hard seirrhous annular exuleerating growth. The eso 
phageal carcinoma may be also secondary. Thus, cancer 
of the thyroid, the larynx, trachea or bronchus, even the 
eanecer of the stomach may extend to the esophagus. 

Primary cancer may arise from glands in the esophageal 
wall or from isolated dystopie patches of gastric mucosa 
which oeeur there. 

Most of the tumors are to be found in the middle part 
of the esophagus, fewer in the lower part, and still fewer 
in its upper part. The growth spreads round the esopha 
geal wall and also longitudinally, and the various layers 
of the wall are successively involved until the surrounding 
structures become invaded. 

In untreated cases metastases in the lymphatie glands 
are less common than might be expected (50%). The 
supraclavicular glands on both sides may be affected, 
also the glands round the left gastric artery and in 
the lesser omentum. 

The main complaint of the patient is difficulty in 
swallowing. This symptom, however, appears too late 
after the disease has been present for some time 
Occasionally the onset of dysphagia is sudden owing 
to the blocking of the stricture by a pill or some hard 
food. More often the dysphagia develops gradually, and 
there is first some difficulty with solid food. A slight 
vague sense of something not being just right in the 
swallowing function may be present for a long time 
prior to actual difficulty in getting food down. The 
stricture may be very considerable when the first symp 
toms appear because any well-chewed solid food can be 
swallowed through a lumen 5 mm in diameter. 

There may be also a feeling of weight or fullness 
behind the sternum. Or, the earliest complaint is of 
dyspepsia or flatulence. If the recurrent laryngeal nerve 
becomes involved, hoarseness may develop. This may be 
the first symptom of esophageal cancer. Other symptoms 
are salivation, blood-stained expectoration, coughing, re 
gurgitation (usually a late symptom), actual pain, loss 
of weight and cachexia. Death may result from inanition 
and exaustion, or by some complication such as media 
stinitis, broncho-pneumonia or hemorrhage from a large 
vessel. Fistula into the bronchial tree or trachea is most 
ly responsible for the development of pulmonary com 
plications, 

The diagnosis is made from the many symptoms and 
signs. There may be a collection of frothy saliva in the 
piriform sinuses at laryngeal examination. This indi- 
cates esophageal obstruction. Paralysis of some degree 
of the vocal cords may be noted. There may be enlarged 
glands in the neck, or a diffuse swelling pressing for 
ward the trachea. X-ray examination of the chest and 
esophagus should be carried out. A picture taken with 
the patient in the Trendelenburg position, just after 
swallowing the opaque meal, will show the lower limit 
of the stricture and will define its length. A very thick 

| heavy opaque meal will often show the length of the 
stricture, even in the upright position. The radiological 
appearances of a carcinomatous stricture are character- 
istic and diagnostic. During deglutition the opaque mat 
ter is seen to stop suddenly at the level of the upper 





end of the stricture and accumulate in the slightly di 
lated esophagus above while a little trickles through the 
narrow and irregular stricture. 

Esophagoscopic examination will disclose one of the 
three types of lesion found. The degree of stenosis can 
be determined by the passage of bougies. A small 
piece of tissue should be removed for microscopical 
examination. The distance of the upper end of the 
stricture from the upper incisor teeth should be care 
fully noted. 

Far too many cases are diagnosed too late for treat 
ment to be anything but alleviative. The difficulty of 
early diagnosis has to be overcome. The prospect of 
cure is not so dark now as it was in the past. During 
any treatment it is important that attention be paid to 
diet and encugh suitable and carefully sieved food must 
be given. 

Gastrostomy is not practiced frequently nowadays. 
It enables sufficient nourishment for a long time, and 
it should not be postponed until the patient has become 
definitely cachectic. Yet, intubation is better than 
gastrostomy. Souttar’s tubes of varying size may be 
introduced into the stricture through an esophagoscope. 
Such tubes are retained in position, and the patient 
may swallow practically normally for many months. 

Nowadays the majority of cases received some form 
of radiation therapy. The results as regards alleviation 
are on the whole satisfactory and occasionally apparent 
eures result. Deep x-ray often gives relief and in cer 
tain cases cure seems to result. X-ray irradiation should 
be limited strictly to the esophagus, which needs special 
skill in roentgen therapeutical technic. Radon seeds 
introduced into the tumor itself are still in use. Al 
leviation results in most cases. Radium treatment is 
rather new for esophageal cancer. Guisez reported 270 
cases, and life for most of them was greatly prolonged; 
there were also a few cases of apparent cure. 

Radical operation by some of the accepted methods is 
still a sensational operation, and the operative statistics 
still are varying according to the skill and experience 
of the operator. The main operations are the one-stage 
thoracico-cervical and the two-stage thoracicor-abdomin 
al. In spite of all treatment the prognosis is still 
extremely bad for esophageal cancer. The prognosis 
depends entirely on the early recognition of cancer. 


“THE UTILIZATION OF PUS IN THE TREATMENT OF 
PYOGENIC DISORDERS.” By Isaac J. Arnsson, Bul- 
falo, N. Y. New York State Journal of Medicine, vol. 
42, p. 770-772, April 1942. 


Pus represents the first and important line of defense 
which the body throws up against the invader. The 
idea of utilizing it for the oftensive is not new in the 
history of medicine. The practical handicap was the 
form in which the pus could be used. In 1925, Orsos, 
of Hungary, reported on a method of preparation of an 
auto-pus vaccine which could be prepared by any prac 
titioner in the routine office work and without an elabor 
ate bacteriologic instrumentarium. He used this vaccine 
primarily in gonorrhea and furunculosis but recommend 
ed it for any staphylococcic or streptococcie infection. 
In 1926, Berde, also of Hungary, improved the auto 
genous pus vaccine by mixing it with a germicide called 
yatren. He added yatren to the vaccine in a Vy percent 
solution and advised the use of the vaccine not earlier 
than 24 hours after its preparation. 

The present author followed the method of Orsos and 
Berde, and used the autogenous pus vaccine in 150 
patients in private practice. The conditions in which 
it was used were: furunculosis, carbuncle, subaxillar 
abscess, panaritum, hordeolum, dacryocystitis suppura 
tiva, also staphylococcie sepsis. For the group of furun 
cles the vaccine treatment gave a failure of only 3.25 
percent. 

Three cases of hordeolum were treated, all of a chronic 
type of over three months’ duration. Treatment was 
successful in two cases. The third did not clear up 
after eight injections. One case of chronic dacryocystitis 
was sent by an ophthalmologist. Every conceivable pre- 
vious therapeutic procedure, including repeated surgical 








draining, had failed. Six injections of autopus vaccine 
cleared up the condition. The vaccine was unsuccessful 
in staphylococcic septicemia, and it seems that septi- 
cemias are not the field for the Orsos vaccine. 

A characteristic feature after the injection of the 
vaccine is the development of leukocytosis (15 to 25 
thousand). Clinically, a profuse drainage sets in after 
the first and second injection. The healing process is a 
rapid one. As a rule, no untoward effects are observed. 
The temperature may rise one or two degrees after the 
first injection. A slight headache is complained of in 
about one fourth of all cases. No alarming symptoms 
of any kind were ever observed. Contraindications are 
the same as for any other intravenous injection. 

Orsos prepares his vaccine by putting 0.06 gramme of 
the yatren powder into a sterile mortar, adding two to 
three platinum loops of pus to it grinding it for four 
to five minutes with a pestel, adding one to two drops of 
sterile water, grinding it again until a consistency of 
porridge is obtained, and adding, under constant stirring, 
the balance of water (8 ce.) The vaccine is ready for 
use in eight to ten minutes, and the injections are given 
intravenously every other day, beginning with 1 ce. for 
the first, followed by 2 ec. for the second and the third, 
and the balance for the last injection. 

The vaccine may be prepared also so that after the 
first two drops of water are added it is ground thorough- 
ly for five minutes; then one ce. of water is added, and 
the mixture stirred, and left to stand for 15 minutes. 
This method permits a saturated (5 percent) solution 
of yatren to work for 20 minutes on the microorganisms 
and carries the sterilization method further than in the 
original method. 


“THE EFFECT OF FLIGHT UPON HEARING.” By Major 
Paul A. Campbell, School of Aviation Medicine, Ran- 
dolph Field, Texas. The Journal of Aviation Medi- 
cine, vol. 13. page 56-61, March 1942. 

Already in 1773, when Pilatre de Rozier made a bal- 
loon journey reaching an altitude of 10,500 feet, it 
was noticed that descent from the air caused pain in 
the ear. Since that event there has been much study 
concerning the effect of flight upon the ears and hearing. 
The invention of audiometer made possible a more scien- 
tific approach to this problem. 

It is definitely known today that the hearing of any 
flyer reflects in varying degree the influence of six forces 
any or all of which may be present in varying amount 
in individuals who have never been close to airplanes. 
The forces are: 1. the hearing apparatus which the 
flyer inherited, 2. his age, 3. the effect of noise to which 
he has been subjected during his life, 4. the ability of 
his tubo-tympanie apparatus to equalize barometric pres- 
sure changes to which he has been subjected, 5. disease 
past and present, 6. the effect of anoxia. 

Superior acoustic mechanisms will withstand much of 
the insult coincident with life. Hence, more emphasis 
should be laid upon the family history of the flyer. 
The effect of age can be also demonstrated on every 
audiogram. Each decade of life brings a certain loss 
of hearing for the higher tones. It becomes measurable 
usually after the second decade and progresses with age 
both in degree and frequency range. At the age of 20 
years there may be only a slight loss in the region of 
the 10,000 double vibration per second frequency but by 
the age of sixty this loss may have progressed to a 
point where it has involved all frequencies down to 
1,000. 

The perception portion of the hearing apparatus, the 
organ of Corti, with its connections to the brain, is 
susceptible to the phenomenon of fatigue. Noise or 
other vibratory energy, regardless of its origin, fatigues 
this neuro-sensory mechanism in direct relationship to 
its strength and the length of time it is applied. In 
flying, the energies which produce this effect are: engin 
explosions, propeller hum, noise produced by slip-stream 
effect on structures of the aircraft, sounds from moving 
parts, preaudible position and negative pressure changes 
from motion of the propeller, suprasonic vibratory fre- 
quencies produced by objects moving at high speed and 
their overtones. The effect is a notching of the 4,096 
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d.v. frequency area. This notch deepens and sprea 
fanwise as the insult is increased until it may invol 
the conversational range. Great and prolonged insu 
produce permanent damage to the ear of the aviator. 
Faulty mechanism in the closing and opening 
the Eustachian tube will result in a condition call 
aero-otitis media. It may become a rather serious fact 
because, in contrast to fatigue, it affects the convers 
tional tone range as well as other portions of the cur 
of hearing. 

Little is known concerning the effect of anoxia uy 
the ear. Yet, as fatigue and oxygenation are cios« 
related, it seems reasonable to suppose that anoxia n 
account for some of the loss in the high tone leve's 
which cannot be accounted for otherwise. 


“MAXILLARY SINUSITIS OF DENTAL FRACTURE 
ORIGIN.” Sobisca S. Hall, and Harry V. Thomas 
Clarksburg. W. Va. The West Virginia Medica 
Journal, vol. 38, page 146-155, April 1942. 

The authors analyze 48 patients co-operatively treat 
by a dentist and a rhinologist. The ages of the patie 
range from 16 to 65 years. The report suggests that 
dental perforation into the maxillary sinus, unless ad 
quate sinus treatment is instituted at once, will produ 
a serious maxillary sinusitis necessitating surgery f 
relief. It is also suggested that a spontaneous or surg 
cal closure of the alveolar rent without adequate sit 
attention is followed by a serious antral disease wi 
all possible complications in a large percentage of tl! 


— 


cases. 

Residual patent alveolar fistulas were presented by 
patients in this series, and 100 percent of them developed 
sinus disease. Twelve patients presented surgically 
closed alveolar fistulas without concurrent adequate sir 
care. All of these patients developed sinus disease. 

The anthors believed that resection of part of tl 
alveolar process and approximation of the lingual ar 
buccal mucoperiosteum of the alveolar process with « 
end mattress sutures is an ideal method of closure. They 
had 18 patients upon whom they performed this ty 
of procedure, and 13 of them healed by primary int 
tion. It is also possible to obtain a full thickness sliding 
graft from the palate and suture it over the area of 
perforation. Also, a sliding graft may be obtained fr 
the buccal mucous membrane and sutured in place. 

The aim of treatment should be prevention whenever 
possible. It is far better, when possible, to avoid 
fracture into an antrum than to face a prolonged cours¢ 
of sinus therapy. If the sinus alveolaris has lx 
penetrated without rupturing the mucosa of a nor! 
sinus, the condition should be treated with the greatvst 
care, special care being taken not to rupture the muc 
This means that no probing of this region should 
done. Packs should be left out of the dental soc! 
If the mucosa has been ruptured, the fistula should 
closed at once, and irrigation of the antrum either 
through the inferior meatus or through the no 
ostium should be instituted and carried out for at k 
ten days. If at that time the x-ray does not s 
changes in the sinus, and there has been no collect 
of secretions, the sinus may be considered to have esca 
infection. 

In the case of fracture of the sinus alveolaris 
an already infected antrum without rupture of the 
cosa, the cavity should be treated without invading 
antrum through the alveolus. Many disease of 
antral mucosa are quiescent and do not require \ 
extensive therapy for control. If, however, the rupt 
occurred into an infected sinus through the mu 
membrane, treatment must be instituted immediately 
closure of the process and antrotomy in the infe 
meatus. Almost always, in such cases, the authors 
formed the Caldwell-Luc type of antrum operation. Lat 
they found that similar good results could be obtai 
by primary closure of the alveolar fistula, antral 
rigations transnasally at once, and, only when necessa 
should the antrotomy carried out for the maintena! 
of good nasal ventilation. 

If adequate ventilation and drainage of the si! 
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has been established, the prognosis is almost 100 percent 
r eure. 


“TREATMENT OF OTOMYCOSIS.” Merrill J. Reeh, M.D., 
Randolph Field, Texas. Annals of Otology, Rhinolo- 
gy. and Laryngology. March, 1942. 
this disease is quite a problem in the Canal Zone. 
e relative high humidity and slight variation in tem 
rature is a factor. Ninety cases were studied over a 
riod of three months. Another one hundred twenty- 
e cases were studied over a period of four months. 
is study was preceded by sufficient laboratory and 

microscopic study to make the findings definite. As 

tis is a veluable contribution to this unsatisfactory 
ject I am giving the author’s summary in its en 
tirety. 
sefore proper results can be obtained with any sub 
stunce, the debris must be removed from the canal gently 
thoroughly. Attention must be paid to the anterior 
ite angle. If removal cannot be effected mechanically, 
gentle lavage with warm water usually will suffice. 

Medication is best applied on a wick for the first two 

or three days, leaving the wick for periods of twelve to 

twenty-four hours. When the wick is employed the 
medication is kept in constant contact with the infected 
surfaces, and undue swelling and obstruction of the 
exnal are prevented. 

areful consideration was given to the work of Me 

Burney and Searey, Gill, Gill, Stokes, Minchew and co- 

workers, Whalen, and Lederman, before selecting agents 


f study. Many of the time-honored agents used in 
the tropics were found valueless during the preliminary 
four-month period. A few of the better ones were 


brought into study 

C‘hymol, 2 percent, in cresatin proved to be highly 
eflicient as a fungicide. It did produce considerable 
burning and discomfort when used in raw canals. Thymol, 
1 percent, in cresatin was found to be equally efficient 
as a fungicide. It did not produce burning, but proved 
to be a good local anesthetic and drying agent similar 
to cresatin alone. After the wick had remained twelve 
twenty-four hours the canal walls were white, dry, 
and exfoliative. Much of the dry skin and debris could 
be removed with an applicator, thus expelling many 
spores. If the solution proved too strong, it was diluted 
with equal parts of olive oil. Occasionally the drops, 
used after wicks had been discontinued, were diluted. 

Cresatin alone proved to be excellent, but not as 
effective as 1 percent thymol in cresatin. 

The result from Castelloni’s solution was fair when it 
was used carefully. If used too frequently, it either 
unduly irritated the canal or caused drying of the skin 
with resulting pain. 

Insufflation of 1 percent iodine and 1 percent thymol 
in boric acid powder produced fair results. It possessed 
some value as a medication to be used in resistant cases 
or in eases of chronic otitis media where an associated 
fungus infection is known or suspected to exist. 

The time honored aleohol-borie solution was no better 
than the control. In general aleohol preparations proved 
to be painful and at times increased the inflammation. 

The time honored icthyol-glycerine possessed value in 
early treatment of highly inflamed canals. It was found 
to be poor as a fungicide. 

Glycerine preparations usually macerated the canal 
walls. Oceasionally they aggravated a secondary bacter- 
ial infection which proved worse than the original con- 


dition.—M. D. H., M.D. 
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“THE NASAL ENTRANCE.” W. Raymond McKenzie. 

M.D., F.A.C.S. Baltimore, Maryland. Southern Med- 
al Journal Vol. 35. May 5, 1942. 

he author estimated that 50, probably 75 percent of 

th men now being inducted into the armed forces have 


some deviation from the normal nasal entrance. He 
listed the deformities of the nasal entrance as follows: 
1. Curling or curving of the anterior edge of the 
septal cartilage. 
2. Deflection of the anterior edge of the septal carti 
lage. 
3. Deflected columella. 
4. Thickened columella. 
5. Elongated columella 
6. Eversion of the medial crura of the alar carti 
lages. 
7. Collapse of the lateral crura of the alar cartilages 
and the triangular cartilages. 
8. Congenital atresia of the nares 
9. Any combination of two or more of the above 
named. 
The author describes in detail the proper manner of 
examining the nose in order to discover these deformities. 


Curling or Deflection of the Anterior Edge of the 
Septal Cartilage 

These deformities are easily corrected either by shay 
ing or removal of the anterior edge of the septal carti 
lage. The incision should be made at the anterior margin 
of the septal cartilage. Removal of one or two milli 
meters is usually all that is necessary. This amount can 
be removed safely, without altering the shape or inter 
to do a submucous resection, that can be completed 
through the same incision, after which the wound is 
closed by two silk sutures. 


Curving or Deflected Anterior Portion of the 
Septal Cartilage 

These cases are really an exaggeration of the above 
mentioned in which the septum is either curved sharply 
or angulated acutely in such a shape or extent that it 
impinges against the outer wall or ala of the nose, 
either largely or completely occluding one nostril. In 
cision is made at the anterior edge of the cartilage and 
as much of the septum as is necessary to correct the 
deformity, even the entire anterior portion of the septal 
cartilage is removed, if nothing less will do. Then a 
straight piece of septal cartilage of proper size and 
shape is salvaged and transplanted in the columella to 
provide proper support for the nasal tip. The wound 
is closed by 2 silk sutures to protect the graft. If 
packs or splints are used after submucous resection they 
should be very lightly placed and not tightly packed. 
Too tight packing causes venous congestion, interfering 
with proper circulation, and may be responsible for loss 
of the cartilage transplant, for secondary infection and 
further deformity. 

Thickened Columella 

Most often this is due to some deformity of the 
anterior nasal spine or to an increase in the amount of 
fat or connective tissue in the columella or to both. The 
spine should be removed or shaving by chisel. No other 
method seems to be satisfactory or successful. Suffi 
cient tissue is removed from the columella to reduce its 
size and a mattress suture is placed through and through 
the columella to eliminate the space produced by tissue 
removal. 


o 
4 


Elongated Columella 

This frequently interferes with nasal breathing be 
cause of the overhanging tip. A through-and-through 
or transfixion incision is made in the columella at the 
anterior margin of the septal cartilage; a triangular 
section with its base above, which includes the cartilage 
and its soft tissue covering, is removed from the fixed 
septum. In these cases it will also be necessary to 
remove a small section of the lower border of the upper 
lateral or triangular cartilages. The movable columella 
is sutured to the fixed septum on both sides to hold 
it in position. If the elongation of the columella is 
due to an enlargement or drooping of the medial crura 
of the alar cartilage, a marginal incision is made over 
the medial crus and sufficient skin and cartilage to 
correct the deformity are removed and the wound closed 
by sutures. Small adhesive strips are then placed around 
the tip of the nose to give added support, and to re 
lieve tension on sutures. 








Eversion of the Medial Crura 

A marginal incision is made over the crus of the 
alar cartilage, the cartilage dissected free, the everted 
or deformed portion removed and the wound closed by 
fine silk sutures. 


Collapse of the Triangular and Lateral Crura of the 
Alar Cartilages 

Incision is made over the edge of the upper lateral 
or triangular cartilage, a small triangular portion re- 
moved and the wound allowed to fall together, making 
sure that none of the cartilage remains exposed. Sutures 
are not necessary in this location. 

For lateral crus of the alar cartilage an eliptical in- 
cision is made on each side of the collapsed portion of 
the cartilage which includes mucous membrane and 
cartilage down to the overlying skin. This section is 
removed and the incision closed by one or two silk 
sutures. This does away with the redundant cartilage 
and enlarges the nasal entrance in proportion to the 
amount of tissue removed. 

Deflected Columella 

This deformity is most frequently due to a deflection 
of the septum together with some deformity of the 
anterior nasal spine, usually the result of fracture, at 
which time the spine was dislocated or deviated to one 
or the other side, or to an exostosis occurring on one 
side. Incision is made at the anterior margin of the 
septal cartilage and the deformity of the septum is 
corrected by shaving or removal. The nasal spine should 
be removed entirely or the exostosis removed from one 
side by a chisel so that the septal cartilage can be re- 
placed in midline. If the nasal spine is not reshaped 
or removed the result will be disappointing and unsatis- 
factory. 

Prominent or Bulbous Tip 

This deformity is usually due to an enlargement of 
the alar cartilages. A marginal incision is made and 
by undermining, the cartilage is dissected free from the 
over-lying skin. A complete section two or three milli- 
meters wide, including nasal mucosa, is removed from 
the upper inner portion near the nasal septum. Sutures 
are not necessary here, as the wound edges will fall 
together. Small adhesive strips are placed around the 
nasa Itip to maintain proper position of the severed ends 
of the alar cartilages. 

Any or all of these operations can be done equally 
well under local or general anesthesia or a combination 
of both. I always inject a solution of 0.5 percent pro- 
eaine hydrochloride to which is added one minim of epine- 
phrine per dram of solution. This controls bleeding, 
makes inspection of the operative field easier and con- 
tributes greatly to accuracy. 

Comment: 

The author has pointed out some of the common con- 
ditions about the nasal tip which are correctible by 
Plastic Surgery. Cooperation with rhinologist is very 
essential in this type of work. Most of these cases can 
be done under local anesthetic without much time loss 
on the part of the patient. 

Careful attention to detail in these cases is paramount. 
Most of the patients in this group are extremely grate- 
ful for improvement following operation.—G. H. K., M.D. 








CARDIOLOGY 


Edited by F. Redding Hood, M.D. 
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“TREATMENT OF CORONARY THROMBOSIS.” Fred 
M. Smith, M.D., Iowa City. Iowa. Condensed from 
the Journal of the Indiana State Medical Association. 
Despite a favorable condition during the early course 

of coronary thrombosis, the outlook is always in doubt. 

There is the possibility of extension of the infarct, or 

perhaps the development of a new one. Moreover, if 

the infarct involves the endocardium to a significant 
extent, mural thrombi usually develop. These often in- 
volve both the left and right ventricles and thus may be 
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dislodged and pass to the lungs or into the great: 
circulation. It has been estimated that mural throm 
develop in about 50 percent of the cases, and th: 
embolic manifestations occur in approximately 15 px 
cent. Occasionally, the area of softening extends throug 
the entire thickness of the wall of the left ventricle a 
may permit rupture and hemorrhage into the pericardi 
sac, resulting in death from cardiac compression. | 
those with extensive myocardial damage and as the 1 
sult of wide-spread replacement of the muscle by fibro 
tissue, the a of the left ventricle may bulge, produci: 
cardiac aneurysm. 

It is apparent from the foregoing that left ventricul 
failure may be a conspicuous feature in certain instan 
during the early course of coronary thrombosis. T! 
is usually manifested by periods of intense dyspnea an 
if not combated promptly by energetic measures, may 
result in death. 

Premature contractions are common during the fir 
week to ten days. If these occur, there is the poss 
bility of the onset of ventricular tachycardia. Oceasio 
ally auricular fibrillation occurs in paroxysms. Flutt 
on the other hand, is more likely to be refractory t 
treatment. 

The early stage, particularly the first ten days 
two weeks, is the critical period of coronary thrombosi 
Morphine should be given in sufficient amounts to cor 
trol the pain and induce sieep. More recently the a 
dition of atropine has been advocated in order to cor 
bat the possibility of associated spasm of the coronary 
vessels resulting from over activity of the vagus nerve 
With fhe more severe and lasting pain, other measures, 
such as oxygen and aminophylline, should be employed. 
These agents contribute to the control of the pain by 
increasing the oxygen content and the amount of blood 
reaching the damaged myocardium. Moreover, one should 
endeavor to reduce the area of infarction to the mini 
mum. My associates and I have demonstrated that it is 
possible to accomplish this in the dog with aminophy! 
line. Consequently it has been our practice to institute 
the use of the drug early in the course of the diseas 
In some instances it is given intravenously in doses of 
0.48 gm. twice daily during the first week. If plenty 
of time is allowed for the injection, there is seidom 
unfavorable reaction. After the first week, except in 
certain instances of left ventricular failure, this method 
of administration is discontinued and the drug is given 
by mouth in doses of grs. III, three to four times a 
day. In those with minimal cardiac damage the or: 
administration is employed from the onset. If the dr 
is too irritating to the gastro-intestinal tract, the enter 
coated tablets are used. 

After the pain has disappeared, unless there is dj 
pnea, a simple sedative such as phenobarbital, grs. 
three to four times a day, is usually effective in pr 
moting the desired relaxation and sleep. There are ma 
individuals who would become very tired of the | 
unless a sedative of this general nature is prescril 

The diet should be simple in character and one ca! 
lated not to promote abdominal distention. Coffec 
permissible, if desired. The fluid intake is not restrict«d 
except in the presence of cardiac failure, and then rar 
below 2,000 ee. during the 24 hours. 

During the first week or ten days in particular it 
obvious that the patient should be spared all unnecess: 
physical effort. It is generally possible to regulate t 
bowels by simple measures, such as mineral oil and j 
haps glycerin suppositories. Occasionally it may be : 
visable to employ a small warm water enema. 

In many instances this, with the continuation of | 
rest and the later management of the patient after 
is allowed out of bed, constitutes the treatment. Cert: 
complications, however, may arise. In presence of f! 
quent premature beats, ventricular tachycardia may 
eur. The administration of quinidine sulfate grs. I 
four to six times a day, affords the best means 
eliminating the premature contractions. Ventricul: 
tachycardia is a serious complication and, unless abolis! 
ed, will ultimately terminate in death. Here again quin 
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dine sulfate is the most effective remedy. However, 
large amounts are usually required and occasionally 
intravenous administration is necessary. When given 
intravenously the quinidine, usually in doses of grs. X 
to XX, is added to 100 ce. physiological salt solution, 
distilled water or glucose solution and is injected very 
slowly. 
There seems to be considerable doubt regarding the 
e of digitalis. It is indicated where there is cardiac 
ilure. If rapid action is desired, a preparation for 
travenous use may be added to the solution containing 
uinophylline. 
The duration of bed rest is determined by the cir- 
mstances. A period of four to six weeks is ordinarily 
vised; however, with extensive heart damage it should 
longer. One should feel as certain as possible that 
infarct has healed and that the maximum benefit 
hus been derived from bed rest before the patient is 
ywed to be up and, particularly if he has been in 
1 for a long period, the legs and feet should be 
dition as much as possible by gentle massage. 


F. R. H., M.D. 





ORTHOPAEDIC SURGERY 
Edited by Earl D. McBride, M.D., F.A.C.8 
605 N. W. 10th, Oklahoma City 








“THREE PATIENTS SHOWING THE RESULT OF TREAT- 
MENT OF CARPAL DISLOCATION.” F. A. Simmonds. 
Proceedings of the Royal Society of Medicine, XXXIV. 
507, 


The author presents three cases of anterior dislocation 

the carpus, following hyperextension injury to the 
wrist, all three of which failed to respond to manual 
reduction. Symptomatology was characterized by swollen 
wrist, immobile fingers, and evidence of ‘‘median nerve 
irritation.’’ The first case responded to skeletal traction 
by means of Kirschner wires through the metacarpal 
bases and the olecranon, and the use of the Zimmer 
apparatus. The dislocation was reduced by manipulation 
while the traction was active. 

The other two cases failed to respond to this skeletal 
distraction method, and open reduction was necessary. 

The author is also of the opinion that excision of the 
lunate alone gives a good result, but that removal of 
the seaphoid results invariably in a very poor wrist. 
He, therefore, feels that when excision of the scaphoid 
becomes necessary, the entire proximal carpal row should 
be removed. The latter procedure offers a prospect of 
a fair end result. 


Compression Fractures of the Dorsolumbar vertebrae. 
John W. Gullikson and Edward R. Anderson. Western 
Journal of Surgery, Obstetrics & Gynecology, XLIX, 
576, 1941. 

The authors stress the importance of the ‘‘Soto-Hall’’ 
sign. This test is performed by acute flexion of the 
neck, and causes pain at the fracture site due to 
stretching of the ligamentous attachments of the verte- 
brae. By this test many fractures likely to be missed 
can be discovered. 

In the treatment advocated, the patient is placed 
in bed and a sling is placed about him at the fracture 
site with a sulley arrangement and about forty to fifty 
pounds of overhead traction. This produces gradual 
hyperextension which the authors believe superior to 
rapid forceful methods, especially in patients with other 
injuries. The patient is allowed to rest in this apparatus 
f from four to ten days, and is then placed in a 
Rogers hammock frame in hyperextension. A body cast 
is then applied in this position, care being taken that a 
tight fit is seeured about the pelvis. A window is cut 
in the abdomen to facilitate breathing. The patient is 
allowed up and about with the cast after two or three 


days. This is worn for at least two or three months, 
and is followed by a Taylor spinal brace for another 
two months, after which physiotherapy and graded ex- 
ercises are started. The usual patient is able to discard 
his brace in from six to eight months, and is able to 
return to his usual work at that time. 


Thirty-four cases of compression fracture were treated 
by this method. The average length of disability was 
eight and two-tenths months. There was one operation 
for compression symptoms of the cord to which the 
patient responded successfully. No development of 
Kummell’s disease was seen in this series. Thirty-two 
patients were able to return to their regular work; 
twelve had occasional backaches, though not severe 
enough to cause loss of time; and sixteen were symptom 
free. 


Fractures of the Forearm and Elbow in Children. An 
Analysis of Three Hundred and Sixty-Four Consecutive 
Cases. Augustus Thorndike, Jr., and Charles L. Dim- 
mier, Jr. New England Journal of Medicine, CCXXV, 
475, 1941. 


The author presents a valuable review of the methods 
of treating fractures of the forearm and elbow, and 
indicate that the incidence of such fractures in chil 
dren under twelve years of age is high. They advise 
closed manipulative reduction; but if open reduction is 
necessary for alignment, it should be carried out within 
forty-eight hours. In their series, the incidence of open 
reduction was 1 percent in fractures of the distal fore 
arm; none in the proximal two thirds; and 6 percent 
in fractures of the elbow. They discuss the well- ac 
cepted methods and position of fixation after reduction. 


In fractures of the elbow, with the exception of those 
of the olecranon, the acute flexion position was used, 
with the position being maintained in the so-called 
‘pistal holster’’ sling which permits ready inspection 
of fingers, hand, and radial pulse. 


The authors condemn the indiscriminate use of open 
reduction, and the utilization of bone plates, screws, or 
other forms of advertised hardware, in treating frae 
tures of the distal third of the forearm.—E. D. Me., M.D. 





INTERNAL MEDICINE 


Edited by Hugh Jeter, M.D., F.A.C.P., A.S.C.P 
1200 North Walker, Oklahoma City 











“SPECIFIC MORPHOLOGY OF CRYSTALS APPEAR- 
ING IN THE URINE DURING ADMINISTRATION OF 
SULFANILAMIDE DERIVATIVES.” By David Lehr 
and William Antopol. From the Laboratories of the 
Newark Beth Israel Hospital, Newark, N. J. American 
Journal of Clinical Pathology. Volume 12. Number 4. 
April 1942. 


The authors have investigated and photographed 
erystals which occur in the human urine during the 
administration of sulfanilamide derivatives and have 
reviewed their findings as well as those of others repre 
senting the characteristic crystals for each derivative as 
follows. 

Sulfapyridine crystals are described as ‘‘large jagged 
arrowhead-shaped,’’ ‘‘erystals which resemble the cross 
section of a fairly thick convex lens with a peripheral 
portion of one are shorn off, as the most common form 
occurring singly or in spiky conglomeratoins,’’ ‘‘ whet 
stones’’ and ‘‘arrowhead’s’’ may be present. 

Sulfathiazole crystals are described as ‘‘dumbbell’’ 
or ‘‘shock of wheat’’ type, the dumbbell form being 
the most common. Occasionally they also form rosettes. 

Sulfadiazine crystals are described as frequently of 
the ‘‘sheaves of wheat’’ type and in contradistinction 
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to the ‘*eecentric bindings’’ and 


‘«shell’’ 


acetylsulfathiazole 
forms. 

Feather-like tufts or needle crystals, amber green in 
color were observed in a patient receiving sulfamethy! 
thiazole. 

Simple rectangular oblong plates with slight bulging 
in the long axis which tend to conglomeration and form 
a cross or star-like structures were found in cases tak- 
ing acetylsulfaguanidine. 

It has been noted that the and quantity 
of the appearance of crystals in the urine is apparently 
closely related to the solubility of the sulfanilamide 
compounds and their acetylated derivatives. 


frequency 


In vitro formation of urinary crystals occurs most 
easily with acetylsulfadiazine and somewhat more diffi 
culty with acetylsulfathiazole and most difficultly with 


acetylsulfapyridine. 

A few types have been found in jaundiced patients 
and in others with concentrated which 
simulate crystals in sulfanilamide derivatives. 


urine closely 


Interesting photomicrographs are shown. 


“DIABETES YESTERDAY. TODAY AND TOMORROW.” 


Elliott P. Joslin. Proc. Am. Diabetes A., 1:119-37, 
1941. 
An accelerated tempo in treatment of the diabetic 


rules today as in the manufacture of munitions. We 
have the tools—diet and Insulin—and a beginning of 
treatmént can usually be made at the first visit. It is 
good for the patient to leave the office knowing his 
improvement has begun, and this he recognizes at once 
if he takes his first dose of Insulin rather than talks 
about the first dose. The use of Protamine Zine Insulin 
and the simple diet can be taught in half an hour and 
the patient realizes that he is getting results. Within a 
week a patient came to the office and related that at 
the first visit to his physician his disease was diagnosed, 
a diet given, and his injections begun. And besides that, 
he was also taught how to do a Benedict test. 


What an opportunity for 
was twenty-seventh and is now eight hand almost in 
evitably soon to be sixth. Even if it is not the sixth 
cause of death, and that is quite possible because of 
statistical factors in reporting, at least it will rank sixth 
as the coincident disease. Diabetes is a disease for the 
doctor to follow throughout his whole medical career. 


young doctors! Diabetes 


In the pituitary gland there is a hormone, not yet 
isolated, which injected into a dog will cause diabetes, 
but with each injection until the last massive dose there 


is a struggle for reversal of the process. There must 
be something like an antidiabetic hormone. Who will 


it?'—H. J., M.D. 


discover 


TRACHOMA CAN BE TREATED EFFECTIVELY 


Acute trachoma, a contagious granular inflammation 
of the membrance that lines the yelids and covers the 
eyeball, can be treated ' that than 
one percent of the eyes infected will become industrially 
blind, Harry 8. Gradle, M.D., Chieago, declares in The 


less 


so successfully 


Journal of the American Medical Association for July 4 


in a report of the visual results obtained in the trachoma 
clinies.of southern Illinois. His report lists the results 
from treating two groups of patients in 
and two of the disease, 328 eyes in one group being 


one 


stages 


treated with sulfanilamide and 493 eyes in the other 
group being treated by other means. 
‘*From the final visual standpoint,’’ he says, ‘‘sys 


temic treatment with sulfanilamide is preferable to 
purely local treatment because: (a) twice as many eyes 
show definite improvement in vision and (b) less than 
half as many eyes show positive losses in vision.’’ 
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Timely Hints on Immunization 


Immunization should be 


carried out against 


Diphtheria Texoids Lederle 
Smallpox Vaccine Lederle 


OOPERATING WITH THE NATIONAL PLAN of having all children over six 
C months of age immunized against diphtheria and smallpox, public 
health authorities of several states are undertaking intensive drives of their 
own to secure the protection of a maximum number of children from these 
infectious scourges of childhood. 

Statisticst show that there was an increase of over 1,200 cases of diphtheria 
in the country in 1941 over the number reported for 1940. The median for 
the five preceding years was almost twice the number for 1940. Let us not 
lose valuable ground gained—the upward trend in the incidence of diph- 
theria must not continue in 1942! 

The method of diphtheria immunization most generally favored at present 
is 2 doses of alum precipitated toxoid or 3 doses of plain toxoid. In addition, 
the Department of Health of New York City has adopted the plan of urging 
that a single supplemental dose of 1 cc. of plain toxoid be given shortly befor 
entering school to all children who have previously been immunized during 
infancy. 

Smallpox incidence in 1941 reached a new low,f and public health authori- 


ties and practitioners should be proud of this attainment! However, 1,363 


~7> 
> 


LEDERLE ° 
PRODUCT 1 and 10 immunizations 


cases of smallpox were re- 


ported in 1941. Since this 
is a preventable disease, it 
is obvious that the goal has 
not yet been reached. 
SF >, Pub. Health Rep. 57:23,2 


Gan. 2) 1942, 





PACKAGES 


“mpuTuerta Toxow Lederle” 


Plain) 


pipuTHEeRiA TOXOIW Lede 


* ITH x ederle”’ 
Smallpox Smallpox Vaccine* 6-12 months (revatcinate (Refined Alum Precipitated) 
at G and 12 years) . 
l, 5and 10 immunizations 
6-12 mont t “SMALLPOX VACCINE Lederle”’ 
Diphtheria Diphtheria Toxoids* at G ye reimmuniz U.S.P 
Ht necessary) l, 5and 10 immunizations 


= * 2: s ‘ , “ > ~oadl 
Preserved with Brilhaat Green) 


Immunization is 


recommended against 


Scarlet Fever 








ELEDERLE LABORATORIES. 





MALLPOX vaccine Lederle 


1, 5 and 10 immunizations 


Pocket-size card, showing 
Lederle’ s Immunization 
After 18 months Schedule and Chart of Vitamin 


requirements, on request. 


re probable exposure 


* Accepted by Council on Pharmacy and Chemistry of the American Medical Assoctatron. wie 








IN« Rockefeller Plaza, New York, N. Y. 
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MEETING TIME 


Last Tues. Each 2nd 
Mo. 


Second Tues. eve. 
Second Tues. eve. 


Subject to call 


Thursday nights 


Third Friday 


Third Thursday 
Fourth Thursday 


Wed before 3rd Thurs. 


3rd Thursday 


First Wednesday 


First Friday 
Last Monday 
Second Monday 
Third Thurs. 


First Wednesday 
Last Tuesday evening 


Fourth Tues. eve. 
Second Tuesday 


First & Third Mon. 


Second Monday 
Fourth Tuesday 
Second Monday 
Second Monday 
Third Thursday 
Third Thursday 
Third Friday 
First Wednesday 
First & Third Sat. 


First Monday 


Second & Fourth 
Mon. eve. 


Second Wednesday 


Last Wednesday 
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